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LOCAL OVERGROWTH 
CHAIRMAN’S ADDRESS 


FREMONT A. CHANDLER, M.D. 


CHICAGO 


During the past decade orthopedic surgeons have 


evidence’ a mounting interest in the problem of the 
short ext:mity in its relation to the functional economy 
of the bo vy. From every side come studies relating to 


the causai‘ve factors as well as proposals of corrective 
measures lesigned to reestablish or equalize the length 


of the ciremities. The ultimate goal of these pro- 
cedures the conservation of effort and work on 


Defective growth due to (1) 


the part { the body. 
failures 


deficiene’ of germ plasm, (2) circulatory 


occurrins carly in embryonic life or (3) epiphysial 
disturbai cs resulting from some obscure endocrine 
failure, (!'sease, trauma or dyscrasia is encountered in 


the ever) ‘ay practice of orthopedic surgery. 

The Juiateral manifestation of arrested growth 
arouses «ir deepest and most sympathetic consideration 
and spur- us on to experiment in fields of medicine 
which ar still somewhat nebulous to most orthopedic 
surgeons. c. g., endocrinology and vitamin therapy. 
Surgical procedures are rarely advocated for the relief 
of bilateral symmetrical arrest of growth, for the pit- 
falls are many and the results seldom justify the means. 

In dealing with unilateral arrest of growth and the 
accompanying disturbances of posture and function, 
the orthopedic surgeon, especially, has been inspired to 
employ an endless variety of mechanical and surgical 
measures in reaching a physiokinematic as well as a 
cosmetic solution for his. patient. These measures 
extend from the use of artificial appliances originating 
im antiquity to the more modern and direct surgical 
procedures of leg lengthening and growth stimulation 
in all its phases, as well as the contralateral shortening 
and epiphysial arrest of the normal extremity. The 
Success of leg lengthening has been demonstrated fre- 
quently; its failures and untoward results, less often. 
Growth stimulation appeals to us, although the perfect 
stimulus remains to be discovered. Shortening of the 
well leg is successful beyond doubt. Epiphysial arrest 
of the longer extremity by surgical measures is most 
effective and less hazardous and is gaining rapidly in 
Its field of usefulness. 

Because the skeleton is the most concrete and per- 
ianent register of disturbances in growth, the ortho- 
pedic surgeon is placed in a position to observe the life 
‘tory of his patient as he views the progress of skeletal 
“evelopment clinically and roentgenologically. 








Annad before the Section on Orthopedic Surgery at the Eighty-Eighth 
J a of the American Medical Association, Atlantic City, N. J., 
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The counterpart of arrested growth is overgrowth, 
and it is to this subject that attention is here directed. 
Here again, the orthopedic surgeon’s opportunity is 
unique, for the skeletal register runs true to form. 
The same problem of conservation of energy is present, 
and the corrective measures at the disposal of the 
orthopedic surgeon are similar to those used in dealing 
with arrested growth. That overgrowth may follow 
trauma to growing bone is not an uncommon obser- 
vation. So frequently does such overgrowth occur that 
the orthopedic surgeon makes inquiry into this factor 
whenever inequality in the length of the extremities is 
encountered. The spontaneous self lengthening of over- 
riding fractures at times compensates for what might 
otherwise appear as gross inefficiency of treatment. 
This is especially so in the lower extremity. The fac- 
tors causing overgrowth, although somewhat obscure, 
are related to the growth response at the site of frac- 
ture and probably, more directly, to compensatory 
vascular engorgement near the active epiphyses. Epi- 
physial stimulation following osteotomy was observed 
by Goldthwaite and more recently by Furgeson. The 
outcome of these observations is the development of 
epiphysial stimulation by the production of pseudo- 
fractures near the epiphyses. Foreign material and 
chemical irritants have been employed to the same end. 
That growth stimulation may follow the removal of a 
cortical graft is obvious (fig. 1), but is often not 
observed in view of the overshadowing pathologic 
change for which the graft is taken. The possibility of 
overgrowth of the tibia might be of help in the selec- 
tion of the extremity from which the graft is to be 
moved. 

Infections of the shaft of growing bone stimulate 
growth at the epiphyses, provided the function of these 
centers of growth is not impaired. The localized over- 
growth in osteomyelitis or in the more limited Brodie 
abscess may be such as to result in gross inequality of 
limb and its complications. 

Infections of joints, if not widely destructive, stimu- 
late epiphyses to greater activity, first, in the length- 
ening of the diaphysis and, second, by increased 
osteogenesis in the subchondral area of the epiphysis 
itself. Low grade rheumatoid arthritis of the wrist of 
a small child will result in ossification of the carpal 
bones more advanced than that of the uninvolved 
member. The patella responds in a similar manner. 
This epiphysial response may occasionally be seen in 
tuberculous joints. It is absent, of course, in the case 
of virulent destructive lesions of joints. 

Carey and others have shown that bone grows in 
response to elements of traction or compression and 
that the contour and architecture of osseous bodies 
reflect to a great degree external forces. The angle 
formed by the shaft and the neck of the femur is a 
composite of growth reaction in response to the tension 
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and traction of the hip muscles and the compression 
force of weight bearing occurring throughout the 
normal ares of function. Should the are of function 
be restricted, alteration in the angle of the femoral 








Fig. 1.—A, cortical graft removed from the left tibia; B, 2 cm. over 


rrowth in length sixteen months after removal of the graft. 


neck may be anticipated. I have observed the develop- 
ment of coxa valga in cases of prolonged immobilization 
of the knee joint by cast or, more recently, following 
operative ankylosis (fig. 2). In such cases the func- 
tional are is reduced considerably and the resulting 
coxa valga increases the length of the leg. This is 
especially so when the stimulus of weight bearing is not 
interrupted over long periods. Such a process may 
be considered as one phase of local overgrowth in 
a somewhat restricted sense. In cases of fusion of 
the ankle for tuberculosis in children, stimulation of 
tibial growth has been observed when the plaster dress- 
ing was applied in such a way as to increase longitu- 
with the knee flexed 
at right angles. 
From this brief 
and possibly sketchy 
review of some of 
the acquired factors 
resulting in local 
overgrowth, I shall 
turn to a_ short 
consideration of de- 
velopmental factors 
which lead to the 
same result. 
3agg and Little 
have demonstrated 
that injury to the 
germ plasma of an 
sarly embryo may 
result in a_ great 
variety of congeni- 
tal deformities and 


dinal compression strains, that is, 





Fig. 2.—Coxa valga on the right side that the incidence 
three years after surgical fusion of the knee ‘ ge ji 
for tuberculosis. of deformities in 


succeeding genera- 

tions remains high. Their observations were on chick 
embryos which had been exposed to the roentgen ray. 
Local overgrowth due to defective germ plasm may 
be manifest by an unending variety of deformities 
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such as hemihypertrophy, polydactyly and some forms 
of macrodactyly. Each case of this kind presents a 
problem taxing the resourcefulness of the surgeon jn 
charge (figs. 3, 4 and 5). 

Streeter has shown that differentiation of the limb 
bud may be distorted or arrested by local arrest of the 
embryonic circulation. The association of local over- 








Fig. 3.—Overgrowth of the toes; no associated vascular anomaly 





Fig. 4.—The feet shown in figure 3, after surgical inter: «ntion. 
growth of tissue with maldevelopment of the vascular 
system has been emphasized by many writers. Keith 
described the origin of these systems as follows: 
Within the body of the embryo mesenchymal cells assemble to 
vasoformative groups; becoming canaliculized they unite with 
neighboring groups to form arteries and veins. The endothelial 





Fig. 5.—Overgrowth of the thumb and the index and middle fingers of 
the left hand. 


cells of capillaries retain throughout life the vasoformative 
power which characterizes them during the period of develop 
ment and growth. The formation of lymph vessels begins at 
definite centers from which vessels spread outward, vasculari 
and drain a definite area. Hemangioblasts are everywhere 
by the fourth week have vascularized all embryonic tissue. 
The lymphangioblasts, however, do not vascularize these ares 
until the sixth to eighth week or later, at first forming 
lymph sacs which are temporary structures but which eventi- 
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ally open into the jugular vein or the thoracic ducts. The 
lymphatic system is a closed system, its walls being lined with 
endothelium. No communication with tissue spaces exists. 


Alterations in the rate of growth may be due to the 
increased circulation of intercellular fluid or possibly 
to the increased temperatures which are found. Inter- 





Fig. ¢ vergrowth of the left arm, with congenital deformity of the 
hand, assoc'ated with anomaly of the base of the heart. 


commun'cations between the larger vessels (arterio- 
venous |:stulas) result in a distinct elevation of the 
oxygen ‘cnsion of the blood, especially in the venous 
system. All por- 
tions of the ex- 
tremity involved 
develop at an ac- 
celerated rate of 
growth. This rate 
continues” until 
growth ceases or 
compensatory 
mechanisms fail 
and gangrene su- 
pervenes. The 
observations of 
Ghormley and Hor- 
ton have been most 
valuable in this con- 
nection. Such fis- 
tulas occur at any 
level and have been 
observed at the 
beaten, sae Rlargement of the base of the heart itself (figs. be 
eft side (see fig. 6). and 7 |? The ex- 
tremity affected 

shows an overgrowth of all elements, and the sur- 
lace of the skin shows a distinct elevation of tem- 
PMrature. The venous pressure is increased, and 
‘ompensatory hypertrophy of the heart results. A simi- 
at short circuiting of arterial flow may occur as a 
result of dilatation of the capillary bed in extensive vas- 
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cular nevus formation. My observations of cutaneous 
temperature in areas of nevus show that an elevation 
of 2 degrees C. (3.6 F.) above the temperature of 
adjacent normal skin is not uncommon (fig. 8). Under 
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Fig. 8.—Overgrowth of the right leg, with extensive nevus formatio 
The figures give the cutaneous temperature in degrees centf#tade. 


these conditions growth is excessive. The faulty devel- 
opment of the vascular tree points to some factor active 
in the fourth week of embryonic life. When this factor 
continues over a longer period or develops somewhat 
later in embryonic life, distortion of the lymphatic 
system may complicate the picture. Arteriovenous 
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Fig. 9.- -Overgrowth of the feet and legs associated with nevus, lymph- 


a 


angioma and hemangioma. Congenital dislocation of both hips is present 


in this case. 


fistulas, vascular nevi, hemangioma and lymphangioma 
may be present in the same person and serve as the 
basic factors in causing overgrowth of the extremity 
(fig. 9). Some of these factors undoubtedly are 
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involved in the production of the clinical picture 
described by Milroy. 

Lymphatic obstruction by parasites may also cause 
overgrowth of the involved extremity, provided of 
course that infection occurs in the period of growth. 








Fig. 11.—The patient shown in figure 10, four years later. Corrective 
measures could not be continued because of massive collapse of the lung 
on three occasions. 


Endocrine disturbances may be somewhat selective 
in their effect on different portions of the skeleton, 
but in general local overgrowth is uncommon (figs. 10 
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and 11). Growth hormones, however, do have a selec. 
tive effect, as evidenced by the varying rate of growth 
of skeletal tissue. The continuing growth of the spine 
after the slowing of the growth of the extremities at 
puberty points to a selective growth action or to a more 
complex and varying composition of the growth hor- 
mone itself. Imbalance of the normal response of 
skeletal tissues to this stimulus may result in local 
overgrowth. 

The parade of deformities passing before the ortho- 
pedic surgeon cannot but arouse his curiosity as to the 
etiologic factors at work. His high development of 
surgical technic along mechanical lines too often leaves 
him barren of the deep principles familiar to the physi- 
ologist. To do justice to his calling, the orthopedic 
surgeon must think more along physiologic lines. This 
is one of the guide posts to greater usefulness. Let 
him heed it. 

6 North Michigan Avenue. 


THE MANAGEMENT OF PULSION 
ESOPHAGEAL DIVERTICULUM 


BASED ON AN OPERATIVE EXPERIENCE WITH 
EIGHTY-TWO CASES AND A_ FOLLOW-lP 
STUDY OF FIFTY-THREE CASES 


FRANK H. LAHEY, M.D. 


BOSTON 


Having operated on eight-two patients for ¢-ophageal 
diverticulum of the pulsion type, having had « number 
of intrapleural esophageal diverticula of th: traction 
type to deal with by nonoperative measures atid having 
successfully operated on a large intrapleural supra- 
diaphragmatic type of diverticulum, I thought 1t possible 
that a presentation of some of the knowledge obtained 
in these experiences would prove of intere-t and of 
value. 

Pulsion diverticula far outnumber all other types of 
esophageal diverticula, according to my experience, and 
occur as small (fig. 1) intermediate (fig. 2) and large 
(fig. 3) diverticula always located, since they are the 
result of a bulging of esophageal mucosa through a 
congenital muscular defect at this point, at the oesoph- 
agopharyngeal level. 

Traction diverticula (fig. 4) are most commonly 
situated within the pleura and at or near the level of the 
main pulmonary bronchi, since they are associated with 
inflammatory processes in the bronchial lymph glands 
located at this level. 

Supradiaphragmatic intrapleural esophageal diver- 
ticula probably start as the result of a congenitally weak 
area in the esophageal wall and develop further mto 
large sacs, as shown in figure 5, because of the acct- 
mulation of food within the sac and an intrasaccular 
pressure which is greater than the resistance of the 
wall of the sac. 

This discussion is concerned for the most part with 
esophageal diverticulum of the pulsion type. _ Sine 
little except dilation need be done for patients with the 
traction type of diverticulum, and since the intrapleural 
supradiaphragmatic type of esophageal diverticulum 
so much less common than the pulsion type, discussie? 
of these two types will be left for another pape 


Figure 6 shows the operative procedure by which @ 
aot 
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large intrapleural supradiaphragmatic diverticulum was 
successfully managed and figure 7 the results of the 
operation. 

A pharyngo-esophageal diverticulum is a protrusion 
of the mucosa and submucosa of the hypopharynx 
through the muscular wall of the hypopharynx. The 
sac lies between the pretracheal and prevertebral fascia, 
and its neck is surrounded by fibers of the inferior 
constrictor muscle and the muscle which splits off from 
it obliquely to extend down the esophagus, the crico- 
pharyngeus muscle. This muscle’s relationship to the 
neck of the sac is of the utmost importance, since unless 
the constricting muscle fibers about the neck of the 
sac are accurately removed the sac is quite apt to 
recur. 

The symptomatology of pulsion esophageal diver- 
ticulum is, as would be expected, related to accumula- 


tion oi food within the sac and related to obstruction 
to the passage of food into the esophagus beyond the 
sac. |’r. Walter B. Hoover of the otolaryngological 


section, in reviewing the histories of fifty-three patients 
operatc:] on in two years in the Lahey Clinic, found 
the syiptoms to be, in order of frequency, difficulty 
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When my co-workers and I at the Lahey Clinic first 
began to operate on patients with esophageal divertic- 
ulum, many of the patients came with a very large 
diverticular sac and were therefore unable to get food 
past the sac into the stomach. In spite of the fact 
that the practical absence of mortality’ now attracts 
patients to earlier operation, patients still appear with 
large sacs (fig. 3) and symptoms of obstruction. 
While persons. who deal with diverticula regularly are 
entirely familiar with the mechanism of this obstruc- 
tion, many are unfamiliar with the causes and so 
unaware of the danger in the presence of these sacs in 
the use of the bougie and in any procedure but the 
most careful esophagoscopy. 

Figure 8 (A, B and C) shows better than can any 
descriptive words how the downward traction of the 
sac on its neck brings the opening into the sac into a 
transverse position and converts the true opening into 
the esophagus into a lateral position and how down- 
ward traction made by the food-filled sac brings the 
two lips of the true opening into the esophagus together, 
so that in patients with a large diverticulum this open- 
ing is converted into a mere lateral slit. In some cases 
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Fig. 1.—A_ small esophageal  pulsion _ Fig. 2.—A_ medium-sized esophageal pul- Fig. 3.—A_ moderately large esophageal 
divertic m. sion diverticulum. pulsion diverticulum. 


in swallowing, regurgitation, gurgling noises in the 
neck, choking, attacks of strangling or coughing and 
loss of weight. 

Little need be said regarding most of these symp- 
toms. Some points about two or three, however, do 
need discussion. It is of interest that forty of the 
fifty-three patients observed by Dr. Hoover had 
gurgling noises in their throats on swallowing due to 
the mixture of air with the food in the sac and that 
these unpleasant noises stimulated so much curiosity 
on the part of their companions that the patients found 
it embarrassing. 

_ Attacks of coughing, choking or strangling occurred 
in twenty-eight of the fifty-three patients. They 
occurred particularly when the patients were lying 
down, and several patients complained that they were 
Irequently awakened at night by choking attacks. The 
attacks undoubtedly occurred when the contents of the 
sac spilled over into the larynx. Two patients with 
pulsion esophageal diverticulum had pulmonary abscess 
rom aspiration of the contents of the diverticular sac 
while sleeping and required drainage of the abscess 
before the diverticulum could be operated on. Several 
patients have sought operative relief because of chok- 
ing attacks, and the danger of a pulmonary abscess due 
{0 aspiration must always be appreciated in such cases. 


it is difficult if not impossible to find the opening and 
pass a tube into the stomach for preliminary feeding 
purposes, even after careful searcH “for the opening 
through the esophagoscope. 

In two cases in which we operated for this type of 
diverticulum, the sac had been perforated before the 
patient came to us, in one case by a bougie and in the 
other by an esophagoscope. In the two cases nearly 
fatal mediastinitis resulted, requiring prolonged medi- 
astinal drainage and in one case a temporary gas- 
trostomy. A realization of the altered relationship 
between the opening into the diverticulum and the 
opening into the true esophagus will protect- any one 
against a repetition of such perforation. 

The successful operative treatment of esophageal 
pulsion diverticulum involves the complete removal of 
the sac and its neck, the complete removal of the 
constrictor muscle fibers from about the neck of the 
sac and the protection of the patient from the develop- 
ment of cellulitis between the prevertebral and pre- 
tracheal fascia and extension of this infection into the 





1. There has been but one death in the eighty-two cases in which opera- 
tion was done, and that was in a man of 85 who had a diverticular sac in 
his mediastinum the size of a small grapefruit. Death was not related to 
the diverticulum itself but was due to uremia. He would not have died, 
however, had he not been operated on, and the death is properly atrribut- 
able to the operation. 
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mediastinum. There are and perhaps always will be 
two plans of removing pulsion diverticula surgically. 
In one the operation is completed in one stage. In the 
other the sac is completely freed from the muscle 
fibers about its neck and implanted in the wound, to 
be left for from ten to fourteen days, and a gauze 
drain placed in the mediastinum from which it has been 
removed. At the 
end of this time the 
mediastinum is so 
walled off by exu- 
date that mediasti- 
nitis cannot occur, 
and the fascia 
planes in the neck 
are so closed that 
cervical cellulitis 
cannot occur. 

30th methods 
have proved their 
worth in a large ex- 
perience in several 
men’s hands. We 
have consistently 
adhered to and fur- 
ther developed the 








& 





Fig. 4—A typical traction diverticulum. 
This type of diverticulum, being the result two stage pre cedure 
of traction, rarely points downward, pos- vee 


sesses all the muscular coat of the esophas because we have 
gus and so tends to empty itself readily. It 
is dealt with quite satisfactorily by dilation. had such a_ low 
mortality with it 
and because it gives us such a feeling of comfort and 
security to realize that with it the dangers of deep 
cervical cellulitis and mediastinitis are eliminated. We 
recognize the results obtained by the advocates of the 
one stage operative plan and in no way wish to detract 
from its merits. We cannot, however, bring ourselves 
to trust to a suture line in the esophagus or ligature 
of the neck of the 
diverticular sac, 
when the mediasti- 
num has been and 
still is widely open, 
without walling off 
exudate and pro- 
tective granulations. 
We are conscious 
of the fact that if 
leakage at the su- 
ture line or at the 
point of ligature of 
the sac’s neck oc- 
curs, contaminated 
esophageal contents 
will gravitate into 
the mediastinum 
mediastinitis 
result. Perhaps a 
relatively large 
experience with 
mediastinitis in 
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Fig. 5.—An unusual type of diverticulum. 
It is intrapleural and located just above 
the diaphragm. It distressés the patient be- 
cause food accumulates in it, decays and is 
disturbing to both his taste and his breath. 
The operative management involves a serious 
problem. The sac must be approached patients with large 
through the pleura. If one amputates the 3 : : 
sac at its neck, ee is always ee serious intrathoracic gol- 
menace of leakage from the esophagus, with = Vea ° . 
infection, the formation of an esophageal ters has given us 
fistula and possible death. _ The plan de- too grave an im- 
veloped and employed by me is diagrammati- ‘ 

pression of the 


cally illustrated in figure 6. 

; seriousness of this 
lesion and the lack of one’s ability to institute measures 
which have any great value in checking its progress 
should it occur. 
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Not as an argument against the one stage operation 
for esophageal diverticulum but rather as an explana- 
tion of why we prefer and adhere to the two stage 
plan, we have said that if we were to operate success. 
fully by the one stage plan in a hundred cases of 
esophageal pulsion diverticulum but in the hundred and 
first a leak occurred, mediastinitis developed, and the 
patient died, we would feel that the other hundred 
operations would better have been done in two stages 
and the patients so successfully protected against 
mediastinitis that the hundred and first would not have 
died. In our entire experience with esophageal diver- 
ticulum we have not seen any degree of mediastinal 
infection. 

We have never felt that it was necessary to pass an 
esophagoscope into the sac of the diverticulum. We 
recognize that this procedure is advocated by some and 
we recognize that in other hands it may be useful, 
We have always, with cervical block anesthesia induced 
by procaine hydrochloride, been able to dissect the sac 
completely without this aid. With this type of anes- 
thesia, patients can be asked during the operation to 
swallow, if necessary, and 


the sac can be distended and 
difficulty. 


visualized without 











RAGM 

Fig. 6.—A shows the outline of the diverticulum as it was found at 
the operation. The sac was completely dissected, so that it hung entirely 
by its neck. It was then picked up at its outer surface and so carried 
upward beside the esophagus that it was converted into a tube. In order 
to approach the sac I asked Dr. R. H. Overholt, of the department of 
thoracic surgery, to remove long sections of rib over this side cf the chest, 
insert rib spreaders, collapse the lower lobe of the lung and expose the 
esophagus. The unopened sac was then sutured with black silk stitches 
to the posterior gutter of parietal pleura beside the esophagus. (B). As 
a result of this implantation of the unopened sac in an upward direction 
parallel with the esophagus, no further bismuth entered the sac and the 
symptoms due to the diverticulum were entirely relieved. This method 
of taking care of the sac without amputating it proved to be quite satis 
factory. It is but proper to state in describing the successful outcome 
of this operation that, as a result of collapse of the right lung, even 
though it was frequently inflated by the anesthetist, gangrene of 
collapsed right lower lobe occurred. The condition was successfully mam- 
aged by lobectomy done by Dr. Overholt. 


There are undoubtedly different ways of operating 
for diverticulum, and the type of operation must be 
settled according to one’s personal convictions of the 
risks involved and the results obtained. 

While it is not the purpose of this paper to deal 
with operative details, two measures which I have 
described in the two stage operation deserve remei- 
tioning. One is the plan of implanting the sac of 
diverticulum in the wound between the first and 
second stage of the operation so that it points up 
(fig. 8 D) and food cannot enter the sac and swallow- 
ing is immediately unobstructed. The other 18 
method of burying small diverticular sacs in the wo 
by attaching the tip of the sac to the upper edge of 
the thyrohyoid muscles by two black silk stitches, # 
shown in figure 8 D. This makes it possible to 
two stage operations on any diverticulum no matter 
how small if it has a sac and, by the employment of 
the black silk stitches, to find readily the tip of 
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sac in the granulating wound when it is reopened at 
the second operation. 
In Dr. Hoover’s follow-up studies of the fifty-three 
patients operated on over two years ago, it 1s evident 
that many of the patients who have had no postopera- 
tive dilation have had excellent results. We believe, 
nevertheless, that postoperative dilation, regardless of 
the type of opera- 
tion employed, is 
logical. If it is true 
that spasms of the 
cricopharyngei and 
incoordination be- 
tween the con- 
strictor and the 
cricopharyngei is 
present with this 
condition, and if it 
is true that after 
dissection of the 
neck of the sac and 
of the muscle fibers 
from the neck of 
the sac a certain 
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| j ; 
; amount of scar 
Fig. 7. esophagus after the admin- tissue is present 
istration thin bismuth mixture after the : . 
operation been completed. The outline about the esophago- 
f the uy i implanted sac is shown in fa . 
lots. A | amount of bismuth entered pharyngeal junc 
the neck e sac although no bismuth is tion then postop- 
seen asce x into the body of the sac ig : , j 
itself, erative dilation until 
the scar tissue is 
softene: vill be worth while. In our cases, wide post- 
operativ. dilation with a modified Plummer bag has 
definitel’ made our end results more satistactory. 
The c: mplications of this operation are for the most 


part pro luced at the time of the operation. Whether 


the sac 1. removed by a one or a two stage operative 
plan, since the approach to the sac is directly behind 
the thyroid and the neck of the sac is at the pharyngo- 
esophage::! junction, where the recurrent laryngeal 


nerve enters the larynx, that nerve will always be 
endangered. Five cases of unilateral recurrent laryn- 
geal paralysis have occurred. In four the paralysis 
proved to be but temporary and in only one has it 
been permanent. The relationship of the laryngeal 
nerve to the neck of the sac must be realized, and the 
nerve must be carefully protected from injury. 

Since it is our custom, when the sac is cut off at 
its neck in the second stage of our operation, not to 
close the opening into the esophagus but to place a 
small gauze pack over it for a few days and then 
permit it to granulate up from the bottom, it is not 
surprising that in the early cases there were eighteen 
temporary fistulas. Of these, eight were free from 
leakage in three weeks, and of the remaining ten, five 
healed in less than eight weeks. In the five cases in 
which the fistula did not heal in this time, a third 
operation was done to remove the fistulous tract or a 
temaining amount of mucous membrane at the neck of 
the sac, which had been inadequately removed at the 
irst operation. Since we have developed the plan of 
implanting the sac high in the neck so that it points 
upward, little trouble with fistulas now results. 

A secondary abscess developed in the wound in five 
‘ases; all ruptured themselves or were drained and 
ealed without further complications. 

ifficulty in swallowing developed between the first 
and the second stage in some cases in which the diver- 
leular sac was very large. It was caused by swallowed 
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air that accumulated in the large sac implanted on the 
skin (fig. 7) and so distended the sac that it pulled 
on and obstructed the longitudinal esophagus. This 
distention by air of the large sac implanted on the skin 
can so dilate the sac that its walls become gangrenous. 
The condition is immediately remedied by suturing a 
catheter into the dome of the distended sac with a 
purse string suture. By means of this procedure, done 
two or three days after the first stage operation, the 
catheter beihg guided by the finger in the sac into the 
esophagus, gastrostomy for preliminary feeding will 
only rarely be necessary, since feeding through the tube 
can be carried out. 

Two patients have had a complete recurrence of the 
sac, as a result, we believe, of an inadequate primary 
removal of the sac. One of them has been reoperated 
on, with complete relief. The other has so far refused 
reoperation. ‘Two patients have had partial recurrence, 
with some symptoms. One had been unsuccesfully 
operated on elsewhere, and a second two stage opera- 
tion was done by us. Nineteen patients showed by 
X-ray examination some retention of bismuth in the 
hypopharynx, but eleven of these were free from any 
symptoms whatever. 

In two cases the second stage of the operation was 
not done. A death, the only one in the entire series, 
resulted from uremia and suppression of urine. In 
this case there was no local or pulmonary reaction after 
the operation, and the death was related to the opera- 
tive procedures only in respect to the fact that the 
patient would not have had the suppression of urine 
and uremia if he had not been submitted to an opera- 
tive procedure. In the second case in which, because 
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Fig. 8.—-A, B and C demonstrate how the opening into the sac changes 
position as the sac enlarges. In the early sac the opening is directly 
lateral, as in A; as the sac becomes larger and descends it becomes a 
little more oblique, as in B, and as the sac becomes still larger and 
descends into the mediastinum, as in C, the opening into the sac and 
the previous transverse opening into the esophagus become oblique. By the 
traction of the food-filled sac the edges of the opening into the true 
esophagus are brought together so that the opening appears as a mere slit. 
D shows the method of suturing the sac with black silk stitches to the 
outer and upper edge of the sternohyoid muscle and also the plan of 
implanting the sac in the upward direction so that, between the first and 
the second stage, food will not pass through it. 


of the patient’s weakened state, the sac was not 
removed at a second stage operation but was dissected 
free and left implanted high in the wound, there has 
been complete relief of all symptoms. We have always 
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been of the impression that if the sac were completely 
freed and sutured so high in the neck that food did 
not enter into it there would be complete relief of 
symptoms. This patient has now been over three years 
without a return of symptoms, and we believe that in 
the very old and in bad risks, such as he was, the pro- 
cedure followed is sensible and justifiable. 
SUMMARY 

The end results in fifty-three cases of pulsion 
esophageal diverticulum were as follows: failure two, 
poor results two and good results forty-nine. 

An unusually large supradiaphragmatic esophageal 
diverticulum was successfully operated on. 


605 Commonwealth Avenue. 


ABSTRACT OF DISCUSSION 

Dr. Stuart W. Harrtincton, Rochester, Minn.: While a 
diverticulum may be present in any part of the esophagus, it 
more commonly occurs in the upper portion at the junction 
of the esophagus and the pharynx. Diverticula in this loca- 
tion are most commonly of the pulsion type. Their location 
is fairly constant in the posterior wall of the pharynx at the 
level of the cricoid cartilage in an area of muscular deficiency. 
Such diverticula are essentially herniations of the inner layers 
ot the esophagus through the muscular layers, and the only 
treatment that effects relief of symptoms is complete surgical 
removal of the sac. The operative treatment of pharyngo- 
esophageal diverticulum may be carried out in one or two 
stages. The one-stage operation is more applicable to small 
diverticula, principally those in which there is a fairly definite 
neck to the sac. The indications for this operation are much 
less frequent than for the two stage operation. Of the 227 
patients with pharyngo-esophageal diverticulum who were 
operated on at the Mayo Clinic from Jan. 1, 1908, to Jan. 1, 
1937, forty-seven underwent the one stage operation and 180 
the two stage operation. In the one stage operation the sac 
is ligated at its junction with the esophagus, and the stump 
is either inverted or plicated into the wall of the esophagus, 
care being taken that the sac is removed completely. I believe 
that the possibility of recurrence following the one stage opera- 
tion is less than that for the two stage operation, because the 
true neck of the sac can be visualized and more accurately 
removed at the original operation. In the two stage operation 
the sac is dissected from the surrounding structures and brought 
outside the wound. The neck of the sac is sutured to the 
underlying muscle and skin at the upper angle of the wound. 
Care should be taken to turn the neck of the sac upward in 
order that it can drain and also be more readily identified and 
accurately removed at the second stage of the operation. In 
cases in which, the neck of the diverticulum is large and it is 
difficult to identify the true junction with the esophagus, I 
have found it helpful to place a loose silk suture round the neck 
of the sac at its junction with the esophagus as a landmark to 
facilitate its identification at the second operation. The sac 
is completely removed in the second stage of the operation, 
which is usually done within six to eight days after the first 
stage. The two stage operation is usually done for large diver- 
ticula, particularly those that extend into the mediastinum and 
in cases in which there is considerable inflammatory reaction 
around the sac. 

Dr. THomas A. SHALLOW, Philadelphia: Dr. Lahey has 
emphasized the value-of the two stage procedure for the 
removal of pharyngeal diverticula solely on its safety, owing 
to the prevention of mediastinitis. There is no question that 
mediastinitis did follow the old operative procedure, not because 
the procedure was wrong but because it had not been perfected. 
Not until the work of Jamison in conjunction with Lord 
Moynihan in 1927 did we obtain our first accurate anatomic 
knowledge of the site of origin of pharyngeal diverticula. With 
this information, all procedures except the one stage combined 
method of surgical removal were abandoned. The principles 


on which this procedure is based are as follows: (1) to leave 
the pharynx and esophagus in normal anatomic relationship; 
(2) to repair the hernia—not only the hernial sac but the 
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pharynx through which defect the herniation occurs; (3) to do 
this without leakage and as a primary procedure. Normal 
anatomic position and physiologic function can be secured only 
with the aid of the esophagoscope. No surgeon is so sure of 
himself in the removal of the mucous and submucous coat, 
even in a one stage procedure, that he can disregard the aid 
of modern medical contributions, in this instance the esophago- 
scope. With the esophagoscope in position after the sac js 
identified, it is impossible to produce constriction or distortion 
of the pharynx or the esophagus when removing the sac and 
repairing the pharyngeal musculature. The third principle 
failure of leakage and prevention of mediastinitis, rests solely 
in the hands of the surgeons. In contrast, the advocates of 
the two stage procedure do not leave the esophagus and pharynx 
in their normal relationship because secondary dilation is almost 
universally required. The patient is subjected to two operative 
procedures instead of one. Dr. Lahey removes the musculature 
around the neck of the sac. In the one stage procedure this 
musculature is used for repairing the defect in the pharyngeal 
wall. No attempt is made to repair the pharynx, but, since 
one is dealing with a hernia of this structure, repair is the 
first principle of the cure. My experience is based on ninety- 
nine cases of repair of pharyngeal diverticula by the one stage 
procedure with four deaths—two from uremia, one from rupture 
of the lung when I was using the intratracheal apparatus, and 
one from coronary disease occurring on the sixteenth day. In 
none of these cases were there any evidences of mediastinitis. 

Dr. W. Wayne Bascock, Philadelphia: The only advantage 
that has been claimed for the two stage operation for esophageal 
diverticulum over the single stage procedure is a lessened risk 
of mediastinitis. The modern one stage operation has a much 
shorter period of disability, much less discomfort, and restores 
normal swallowing function without stricture or the need of 
the dangerous secondary bougienage. It eliminate. the open 
infected wound of the two stage operation and was ‘ollowed by 
primary union and a nearly invisible scar in 94 per cent of our 
cases. As I have never seen mediastinitis follow, | think the 
one stage method the safer procedure. Since 19..), sixty-five 
patients with esophageal pouches have been admi ted to the 
Chevalier Jackson Bronchoscopic Clinic at Temple University. 
Nineteen patients, mostly with small sacs and milder symptoms, 
were referred to their home surgeons. Forty-six, from 30 to 89 
years of age, remained for the one stage operation. The bron- 
choscopic assistance devised by Dr. Jackson enabl«:! a cleaner 
operative field, aided an accurate water and air tight closure 
of the esophagus with suture, and ensured an esophagus of 
uniform caliber without stricture. Of the patients 70 per cent 
were males, forty-two had dysphagia and eructations from 
one week to fifteen years, twenty-two cough and _ secretion, 
twenty gurgling, four fulness in neck. The sac was small in 
sixteen, of medium size in eleven, and large in twenty-five. 
With the patient under local anesthesia, light tribromethanol 
amnesia being employed, a transverse incision was used without 
division of any important vessel or muscle. A minute split 
tube drain was left for the first forty-eight hours. Normal 
swallowing function was proved before patients were discharged, 
by barium sulfate and x-ray study. There has been no recuf- 
rence, no stricture, no secondary bougienage, no mediastinitis. 
Two had temporary left recurrent palsy. One had a previous 
unsuccessful anchorage operation. Over one half left the hos- 
pital healed and with normal swallowing function in from ten 
to sixteen days. The only death was from a coronary accident 
in a cyanotic cardiopath of 83 years. In other words, there 
was no death due directly to the operation. Dilation of the 
esophagus, so often required after the two stage operation, § 
a not uncommon cause of mediastinitis ; but suppurative medias 
tinitis is not invariably fatal. Of seven cases of mediastinal 
abscess following various lesions of the esophagus, we were 
able to save six by a simple method of drainage through 
neck. I feel that the danger of mediastinitis from the imp 
one stage operation for esophageal diverticulum has been much 
exaggerated. 

Dr. Frank H. Laney, Boston: I very much appreciate the 
discussions by Drs. Harrington, Shallow and Babcock. I am 
always perfectly certain that a discussion as to whether one 
should operate on a patient by a one stage or a tw0 stag? 
procedure will get a little hot, and it is a very good thing. 
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is one of the ways by which all the facts are brought out and 
presented. When we have finished, we shall all, I believe, 
select our methods as I have stated in the paper, based on our 
own impressions and our own experiences. Of course it is 
easy for us to pick up an argument to support our own method 
as opposed to another ; that applies to me, and it applies to those 
who advocate the one stage procedure. As to the question of 
the dangers of postoperative dilation, there have been no 
fatalities, no complications at all from dilation. It is unfair to 
apply these two cases with preoperative mediastinitis to the 
operative risk, because both patients had preoperative medias- 
tinitis literally months before they came to us for operation. 
Their problem was not in our hands, as these accidents occurred 
elsewhere than in the clinic. One required a posterior rib 
resection and a posterior approach to the mediastinum: the 
other required gastrostomy and prolonged drainage from the 
mediastinum. Both came within an ace of dying. As to 
Dr. Shallow’s argument, you must allow me a little shot back 
at him. He says that if it were so that one could not depend 
on primary sutures, we would not have gastric resections and 


we wou!d not have colon resections. From my point of view, 
one shold not have primary colon resections. We gave up 
primary colon resections years ago because the mortality was 
so hig We haven’t done it for eight years. They are all 
done i two stages, and the danger of peritonitis is entirely 
elimina: 1. He says that if we go on with two stage operations 


in this .ay we are in the horse and buggy age and that if we 
continu: this way we wouldn’t be flying around in airplanes 
the wa. we are. Well, it is my opinion, particularly as relates 
to one .'age operations, that as the result of them a lot of these 
people e flying around, but they aren’t flying around in 
airplan 
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In 1925, under the title “relapsing nonsuppurative 
nodular panniculitis,” Weber* described an unusual 
clinical syndrome which was characterized by crops of 
subcutaneous nodules occurring during febrile periods 
and which on histopathologic examination was found 
to be accompanied by a particular type of fat atrophy. 
He felt that the syndrome was similar to that described 
by Pfeifer * in 1892 and by Gilchrist and Ketron * in 
1916. More recently additional cases have been reported,' 
and Christian,® in one of these, properly modified the 
title by the addition of the word “febrile.” 

My interest in this condition was stimulated primarily 
by its unusual severity in the first of the following five 
cases, which were seen at the Mayo Clinic. Because of 
the unusual features of this case the report is given in 
detail; in the other cases the reports are summarized. 





_ Read before the Section on Dermatology and Syphilology at the 
Eighty-Eighth Annual Session of the American Medical Association, 
Atlantic City, N. J., June 11, 1937. 
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REPORT OF CASES 

Case 1—A single woman, aged 24, was admitted to the 
hospital July 28, 1934, complaining of fever, malaise and per- 
sistent subcutaneous nodules of four months’ duration. There 
was no history of tuberculosis in the immediate family. The 
patient had enjoyed excellent health, with the exception of 
bilateral otitis media in childhood and an attack of influenza 
in 1926. Early in April 1934 a slightly tender subcutaneous 
nodule was noted on the left upper part of the abdomen. There 
were no other subjective signs at the time, but two weeks 
later, because of slight malaise, she consulted a physician, who 
found that her temperature was 102 F. and that other similar 
nodules were present on the thigh and shoulder. There was 
slight erythema over the original lesion, which had increased 
to about 8 cm. in diameter, but there was no noticeable change 
on the skin over the other nodules. Since that time there had 
been episodes of fever, the temperature varying from 102 to 
104 F., and new nodules appeared, all of which had apparently 
persisted until the time of her admission. In this interval 
the patient had lost 20 pounds (9 Kg.). She received much 
medication, possibly including iodides, during this time, and 
prior to the onset of her difficulty she remembered having 
occasionally taken a proprietary cold-laxative tablet. 

Although the patient’s temperature was 102 F. on admission, 
she did not appear acutely ill. She weighed 179 pounds 
(81 Kg.), and aside from the cutaneous condition general 
physical examination gave essentially negative results. The 
heart and lungs were apparently normal and the liver and 
spleen were not palpable. The tonsils were enlarged and 
pus could be expressed from the crypts. The systolic blood 
pressure in millimeters of mercury was 120, the diastolic 82. 
There was evidence of secondary anemia in the estimation of 
hemoglobin as 54.6 per cent; erythrocytes numbered 3,970,000 
and leukocytes 5,100 per cubic millimeter of blood. Other 
laboratory examinations, including urinalysis, Kahn, Kline, 
Hinton and Kolmer Wassermann tests of the blood, studies 
of liver function, and agglutination tests for Bacillus typhosus, 
B. paratyphosus, B. tularensis and B. abortus showed no 
abnormality. Tuberculin tests by the Mantoux method and 
with purified protein derivatives were negative. Roentgen- 
clogic study of the thorax showed slight elevation of the 
diaphragm on the left, and a roentgenogram of the teeth 
elicited two areas of periapical infection. 

On examination of the skin approximately thirty subcu- 
taneous nodules, varying from 1 to 12 cm. in diameter, were 
palpable on the abdomen, upper part of the back, shoulders, 
arms, lumbar region and thighs; these occurred singly and 
in groups. The skin overlying the nodules was unchanged 
where small, deep-lying nodules occurred. Two of the larger 
lesions were apparently firmly fixed to the skin, which was 
slightly depressed, bluish red, brawny on palpation, and 
moderately pigmented (fig. 1). Others showed varying degrees 
of diffuse or mottled erythema. Local heat and tenderness 
on pressure varied considerably, but none of the lesions were 
distinctly painful. The outer right thigh showed some diffuse 
irregular depression and was smaller than the left. There 
seemed to be no tendency toward suppuration. 

The patient was hospitalized for 115 days. During this 
period her temperature rose each afternoon to between 101 and 
105 F. and usually did not fall below 100 during the twenty-four 
hours. The sedimentation index varied from 16.9 to 17.4. 
Hemoglobin ranged from 42 to 65 per cent, erythrocytes from 
2,780,000 to 3,970,000, and leukocytes from 3,100 to 8,300 per 
cubic millimeter of blood. No significant manifestations were 
reported on examination of the blood smears. A few days 
after admission, bilateral otitis media developed, which 
responded to local treatment. The following procedures were 
performed at various times during this period with no apparent 
beneficial effect: four transfusions each of 250 cc. of blood, 
twelve intravenous injections of neoarsphenamine, two injec- 
tions of gold sodium thiosulfate intravenously, and two 
intravenous injections of gentian violet. Salyrgan and whole 
milk were given once each. Ferric citrate and viosterol were 
administered over extended periods. Filtered roentgen rays 
were applied over the affected areas on two occasions. New 
crops of nodules appeared from time to time and there was 
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considerable edema present in one arm and leg when the 
patient was dismissed. Ten blood cultures were reported nega- 
tive. 

An early, deep lesion was removed from the abdomen on 
August 3, and direct smears made from it were negative for 
evidence of Hansen’s and tubercle bacilli. Direct cultures 
showed no growth and two animal inoculations gave negative 
results. On histopathologic examination of a section from 








Fig. 1 (case 1).—Multiple subcutaneous nodules on the back showing 
little visible change except slight erythema and depression. 


the lesion, the cutis showed edema and a moderate perivascular 
infiltrate but otherwise was normal (fig. 2). There was edema 
and necrosis of the fat tissue and edema of the connective 
tissue between the fat lobules. A focal infiltrate of lympho- 
cytes, round cells, plasma cells, endothelial cells, polymorphonu- 
clear leukocytes and macrophages was present between the fat 
cells and in the connective tissue septums. The blood vessels 
showed periarteritis, organization and proliferation of the 
intimal lining in varying degree. The sudan III stain showed 
stellate and spindle connective tissue cells and polyblast macro- 
phages (round), filled with fat droplets. Fat droplets were 
seen lying free, owing to the disintegration of the fat cells. 
Macrophages could be seen invading the fat cells and in two 
areas there were atypical giant cells. A second, more super- 
ficial nodule was removed from the chest on October 4, and 
this on histopathologic examination showed changes similar 
to those just mentioned, which was consistent with the diag- 
nosis of panniculitis (Weber). There was no evidence of 
tuberculosis. The patient returned to her home on November 
19, and the process continued essentially the same until her 
death on June 11, 1935. Permission for necropsy was refused. 

Case 2.—In September 1934 a married woman, aged 43, was 
referred to the Section on Dermatology because of a history 
of recurrent subcutaneous nodules occurring on the trunk and 
extremities and associated with “chilly” sensations and malaise 
of about four months’ duration. Her previous history was 


pertinent only in that she had taken an “iodine” medication 
daily for about the same period, having had a “stroke” during 
the previous year. 

The blood pressure reading of 225 systolic and 160 diastolic, 
with the concomitant observations, suggested a diffuse arterial 
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disease. Purulent material was expressed from the tonsils and 
there was roentgenologic evidence of periapical infection of 
several teeth. Physical and roentgenologic examinations of the 
thorax gave negative results. The value for hemoglobin was 
69 per cent, and there were 4,630,000 erythrocytes and 6,900 
leukocytes per cubic millimeter. The Kline and Kahn tests 
of the blood were negative. The temperature was 994 F. 
Palpable nodules, varying from about 0.25 to 2.5 cm. in 
diameter, were found on the back, shoulders, breasts, buttocks 
and thighs. None of these areas showed more than a slight 
erythema and there was no pain except on firm pressure, A 
lesion was removed from the right thigh for biopsy and Dr, 
Montgomery reported early changes suggestive of relapsing 
febrile nodular nonsuppurative panniculitis. 

No new lesions were evident on examination after a lapse of 
one year, but in a letter a short time later the patient men- 
tioned the appearance of a number of new nodules on resuming 
an iodine-containing medication; these disappeared when the 
medication was discontinued. In a subsequent letter, received 
in October 1936, no mention was made of any recurrence, 

Case 3.—On the occasion of a previous visit to the clinic in 
1921, a married woman, aged 56, was apparently in good health 
except for evidence of infection of the teeth and tonsils. On 
her return in October 1935 she stated that in December 1934 
she had been ill with fever and “muscular” pains of one 
week’s duration; this had been accompanied by slightly painful 
nodules on the upper part of the thighs. There was gradual 
recovery, and then a brief relapse. A short time before her 
last admission she had noted a return of symptoms. She had 
occasionally taken a medication containing bromides since 
1921. 

General examination, with the exception of the cutaneous 
changes and roentgenologic evidence of a poorly functioning 











Fig. 2 (case 1).—Subcutaneous fat, showing diffuse slight edema and 
necrosis and infiltration wth phagocytic cells of foamlike appearance 
(xX 100). 


gallbladder with stones, gave negative results. There was 4 
definite depression with erythema and slight pigmentation over 
several subcutaneous, firm, tender nodules, from 3 to 6 cm. # 
diameter, which were present on both thighs, the right Jeg, 
and the abdomen (fig. 3). Biopsy of a lesion on the abdomen 
was reported as typical of Weber-Christian disease. 

was little change in the cutis, with lymphocytes, plasma 
and phagocytes invading the subcutaneous iat; there were manly 
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large nucleated cells with foamy cytoplasm in glandlike 
arrangement and some increase in the connective tissue and 
occasional cells with multiple nuclei. Some of the larger blood 
vessels were obliterated. One culture of the blood was reported 
negative. 

While the patient was under observation, a small nodule 
appeared on the right thigh and the temperature became 
elevated for two days to 102 F. November 22, after she 
apparently had been free from fever or activity of the lesions, 
there was a recurrence of similar nodules with an elevation 
in temperature to 102 F. She stated that her only medication 
had been an antirheumatic remedy which contained potassium 
iodide. The patient has not replied to recent letters of inquiry 
regarding further recurrences. 

Case 4—In February 1920 a man, aged 38, was examined 
at the clinic because of recurrent attacks of red, subcutaneous 
nodules of four years’ duration. He had suffered from attacks 
of tonsillitis and rheumatism since the age of 6 years, when 
torticollis had developed. His tonsils and teeth had been 
removed without any effect on the recurrence of the nodules. 
These attacks were not seasonal and the lesions appeared on 








Fig. 3 (case 3).—Flattened area on left thigh and distinctly depressed 
areas on right thigh at the sites of involuting lesions. 


the arms, legs and thighs. Fever had accompanied their onset 
on at least two occasions. The patient was extremely nervous 
and admitted drinking large quantities of alcohol daily. He 
had taken many proprietary nerve tonics, daily doses of an 
effervescent bromide remedy, and varying quantities of pare- 
goric. He denied the hypodermic use of opium derivatives. 
The patient was obese and weighed 210 pounds (95 Kg.). 
His temperature was normal and he appeared to be in good 
health. The blood pressure in millimeters of mercury was 
10 systolic and 118 diastolic, but examination otherwise, with 
the exception of the cutaneous complaint, gave negative results. 
A Wassermann test of the blood was negative. Blood cultures 
resulted in no bacterial growth. About ten subcutaneous 
nodules, from 1 to 3 cm. in diameter, were palpable on the 
back of the arms, thighs and legs, some showing slight 
erythema. There were no evident scars characteristic of 
hypodermic injections or resulting from suppuration. Definite 
depressed and flattened areas were present, presumably at the 
sites of former lesions. Small, typical psoriatic plaques were 
Present over the elbows and knees. 
nodule was removed from the left thigh for biopsy. 
‘Xamination revealed a few dilated blood vessels in the cutis, 


with slight perivascular infiltration (figs. 4 and 5). In the 
subcutaneous portion the fat lobules showed diffuse changes, 
consisting mainly of large cells with foamy cytoplasm, and 
many containing several large nuclei interspersed between the 
fat cells. In places there were varying numbers of poly- 
morphonuclear cells, plasma cells, lymphocytes, endothelial 
cells and fibroblasts. No typical Langhans or Touton giant 
cells were seen. The connective tissue septums were little 
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Fig. 4 (case 4).—Subcutaneous fat, showing large numbers of phago- 
cytic cells and the relatively small degree of fibrosis; slightly reduced from 
a photomicrograph with a magnification of 100 diameters. 


changed, and although there were occasional obliterated vessels 
lying within them, the blood vessels as a whole showed little 
change. The histopathologic diagnosis was deferred. 

Nodular syphilis, erythema induratum, erythema nodosum and 
a migratory phlebitis were considered as possible diagnoses, and 
the patient was given seven intravenous injections of arsphen- 
amine as a combined provocative and therapeutic test. The 
Wassermann test remained negative. During this period there 
was an exacerbation on two occasions, with a slight elevation 
in temperature. The patient was then dismissed for institutional 
care for alcohol and drug addiction. Until 1925, when per- 

















Fig. 5 (case 4).—Subcutaneous fat. Higher magnification, showing the 
glandlike arrangement and foamy cytoplasm of the phagocytic cells; slightly 
reduced from a photomicrograph with a magnification of 490 diameters. 


manent institutional care was advised, the patient was examined 
five times, each visit being prompted by a return of the nodules. 
The highest temperature recorded was 100.2 F. General 
examination was essentially negative each time. On the occasion 
of his last visit, both the spinal fluid examination and Wasser- 
mann test of the blood were negative, and a trial with a com- 
bination of neoarsphenamine, coagulen (Ciba) and a stock 








streptococcus vaccine had no appreciable effect. No information 
regarding this patient after that time could be obtained. 

Case 5.—A married woman, aged 45, entered the clinic in 
March 1920, complaining of recurrent attacks of nodules at 
various times without seasonal relationship during a period of 
five years. Her history otherwise was unimportant. The 
attacks were ushered in by chills and fever, and from one to 
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Fig. 6 (case 5).—Subcutaneous fat showing fibrosis around a large blood 
vessel. The intralobular fibrous septums show little change. The diffuse 
changes in the fat lobule consist mainly of invasion of phagocytic cells. 
Slightly reduced from a photomicrograph with a magnification of 33 
diameters. 
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twelve nodules would appear within a week on the trunk or 
extremities. No accurate history was obtained regarding 
previous medication. 

The patient was slightly obese and weighed 140 pounds 
(63.5 Kg.). General examination, with the exception of infected 
tonsils and teeth and the condition of the skin, gave essentially 
negative results. A roentgenogram of the thorax, urinalysis, the 
Wassermann test, routine blood counts, a blood culture and a 
Pirquet tuberculin test were all negative. Examination of the 
skin revealed deep nodules up to 3 cm. in diameter on the 
right arm near the elbow and on the thighs. A few depressed, 
slightly cyanotic and pigmented depressions were noted on the 
trunk. Slight erythema was present over the nodules, but 
they were not painful. 

A nodule was removed from the thigh for biopsy (figs. 6 
and 7), and there were three opinions regarding the histo- 
pathologic observations; namely, subdermal inflammation, a 
questionable small abscess deep in the subcutaneous fat, and 
atypical erythema nodosum. The diffuse changes occurring 
around a sclerosed blood vessel are shown in figure 6. 

No further nodules appeared on observation over the next six 
weeks, during which time six intravenous injections of 
neoarsphenamine were given and the tonsils and infected teeth 
were removed. One month after returning home, however, the 
patient had a marked recurrence of the condition with fever, of 
one week's duration, and she had to be hospitalized. Her 
home physician gave her a prescription containing potassium 
iodide, which she used for four months. During this period 
she stated that there had been repeated new crops of nodules. 
On her return to the clinic late in November her temperature 
was 99.8 F. and there were new nodules on the thighs, legs 
and upper part of the left arm. These receded slightly during 
the next week. When questioned recently, the patient did not 
recall having had any attacks after 1930 but stated that a 
depressed area remained on one thigh. 


REVIEW OF THE LITERATURE 
Of the eight patients whose cases are reported in the 
literature (summarized in the accompanying table), six 
were adult women, one was a girl of 8 years, and one 
a man of 53. There séemed to be nothing pertinent to 
the condition in the personal or family history or in the 
results of a general examination. Evident foci of infec- 
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tion of the teeth or tonsils were present in three cases 
(3, 5 and 8) ; two patients had syphilis (1 and 7). The 
nodules themselves varied in size from 0.5 to 9 em, 
in diameter, showed no tendency to suppuration, and 
appeared most frequently on the thighs although they 
were found also on the trunk and arms. The attacks 
varied in duration from one month to fifteen years: 
they occurred at irregular intervals of weeks to years 
without apparent relationship to season. Varying degrees 
of fever and malaise usually were present with the 
attack, the most severe degree being reported in Chris- 
tian’s case. Depending apparently on the depth of the 
nodule, varving degrees of erythema were noted on the 
overlying skin. On involution, definite depression of 
the previously involved sites was of special note in five 
cases (1, 2, 4, 5 and 6), and Christian tabulated this as 
one of the clinical criteria for diagnosis. Weber felt 
that the previous ingestion of drugs, particularly iodides 
and bromides, might be considered one of the etiologic 
factors and presented one case in illustration. \\ith the 
possible exception of one case (5), in which there was 
a possible flare up of the condition after a tuberculin 
test, the question of tuberculosis as an etiologic factor 
did not seem pertinent. Agglutination tests for undulant 
fever were made in three cases (4, 5 and 8) and were 
negative ; cultures of the blood and of the nodule itself 
were likewise negative in these cases. 

Histologic descriptions and illustrations show only 
minor variations. The report of Christian may well be 
taken as an example: 


In places edema and necrosis of the tissue, 
edema of the connective tissue between fat lobules, a:.! a focal 
inflammation between the fat cells, and in the « nective 
septums of lymphoid cells, plasma cells, young conne: ‘ve cells, 


endothelial cells phagocytic for fat droplets, a © w_ poly- 
morphonuclear leukocytes and a rare foreign body - :ant cell, 
so that the subcutaneous tissue thus was infiltrat:.|. Fatty 
acid crystals were not present. Blood vessels as a_ ule were 














Higher magnification, showing 


Fig. 7 (case 5).—Subcutaneous fat. 4 
foam cells with multiple nuclei somewhat resembling early Touton giant 
cells; slightly reduced from a photomicrograph with a magnification of 4 
diameters. 


normal. A few showed periarteritis; rarely one showed 
endarteritis with proliferation of the endothelial cells. The 
inflammatory process did not extend to the dermis and s0 the 
skin itself was not scarred. 


Emphasis is placed particularly on the large cells, 
with foamy cytoplasm, arranged in glandlike manner 
between and around fat cells, variously described @ 
macrophages and histiocytes accompanied by multint 
cleated giant cells by Weber, Gilchrist, Ketron, Alderson 
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and Way, diffuse fibrosis by Pfeifer and Weber, and 
fbrosis as a terminal stage by Alderson and Way. Brill, 
however, described a nodule of long duration which did 


show fibrosis. 
not sh COMMENT 


The five cases of relapsing febrile nodular nonsup- 
purative panniculitis I have described agree in essential 
clinical and histopathologic characteristics with the eight 
cases reported in the literature. Case 1 demonstrates 
the severe character which may occasionally be mani- 
fested by this syndrome, indicating the possibility of a 
protracted course without remission. Christian’s case 
was the most severe of those previously reported, and 
it may be seen that a particular similarity exists also on 
histopathologic examination in the degree of diffuse 
necrosis present, the few giant cells and the small degree 
of fibrosis. All five of the patients had obvious infec- 


Relapsing Febrile Nodular 


PANNICULITIS—BAILEY 





1423 


Among these, erythema nodosum will be considered 
first. The shorter duration, frequent seasonal recur- 
rences, the distribution of the nodules, usually on the 
lower extremities, and the definite tenderness and 
bruiselike color changes serve to distinguish it from 
the Weber-Christian type of panniculitis. Although a 
persistent type of erythema nodosum has been reported,’ 
it does not differ materially from the usual type except 
with respect to its longer duration. Giant cells have 
been seen in histologic sections in cases of erythema 
nodosum, but the process is usually characterized by 
more infiltrate in the cutis and marked vascular changes. 
Irythema nodosum-like lesions have frequently been 
reported * following the injection of several drugs, par- 
ticularly iodides and bromides, associated with certain 
diseases, and at the site of injection of bacterial antigens 
and vaccines. Erythema induratum, in spite of its usual 








Nonsuppurative Panniculitis 


Dura- 
Age, tion, 
Al ! Years Sex Years Description Histopathologic Features 
Pe... . .csoeevewe 23 ? 3 Recurrent subcutaneous nodules occurring in crops Small cell infiltrate, perivascular and between 

(3), of hazel nut size, present over trunk and fat cells, multinucleated endothelial and fat 

extremities, showing only slight lividity and cells, fibrous perimesarteritis and endarteritis 

tenderness and leaving flattened, depressed of small vessels 

areas on involution 

», Gilehrist Ketron # s Q 34 Feverish attacks (3+) accompanied by finger- Glandlike foam cells, some multinucleated; 
sized lumps under skin, showing bluish tint, small round cells, fibroblasts, plasma cells; 
and involving legs and thighs; involution fibrosis near cutis; some vessels showed pro- 
resulted in sunken areas liferation of endothelium and connective 

tissue around them 

Ps...  cxssareages 50 2 1 Three prolonged attacks of fever and various Interstitial infiltrate of polymorphonnclear 
sized subeutaneous swellings, with overlying leukocytes, eosinophils, lymphocytes and 
redness on the arms, thighs and buttocks; tende: plasma cells, but predominantly histiocytes 
on palpation, without bruise-like coloration phagocytic to fat, some multinucleated 

re 25 2 10 Ten attacks of high fever, accompanied by sub- (Changes in subeutis only; edema and necrosis 
cutaneous nodules up to 7 em, in diameter, with of fat tissue, foeal infiltrate of the septums, 
out marked changes in the skin, oceurring on composed of lymphoid cells, plasma cells and 
the trunk, arms, and legs and leaving irregu- connective tissue cells; endothelial cells, 

Jar depressions phagocytie for fat and a few polymorpho- 
nuclear leukocytes: few blood vessels show; 
periarteritis and minimal endarteritis 

), Alderson Way‘... 41 Q 15 Numerous attacks of painful nodules on the arms, Changes only in adipose layers; nodules of 
thighs and legs, showing dusky erythema on the giant cells, lymphocytes, lipophagocytes, 
skin accompanied by joint pains and fever and endothelial cells, fibroblasts, eosinophils and 
showing some flatness over the arms and thighs occasionally plasma cells; perivascular 

. infiltration 

6. Netherton ........... 46 °] 1 Recurrent attacks of pea to hazel nut sized Epidermis normal; some perivascular infiltrate, 
nodules on legs; dull red and painful and dilated cells, and fibrosis of the corium; dif 
showing some dimpling of surface fuse cellular infiltrate in subeutis of young 

connective tissue cells; multinucleated giant 
cells and lymphocytes; thickening of walls 
oa of blood vessels 

i. Weber ¢., 53 of lite Two attacks of tender subcutaneous nodules on No biopsy 
the arms and legs, accompanied by fever and 
apparently appearing after the ingestion of 

; iodides 

ret 19 ? 3 Recurrent attacks (4?) of tender, subcutaneous No change in skin; patehy and diffuse cellular 
nodules involving the trunk, arms and thighs, infiltration of subeutaneous fat with macro- 
pea to walnut sized, with little or no changes phages, cells with foamy cytoplasm, and 

in the overlying skin; fever accompanied the lymphocytes; no necrosis and no fibrosis: no 

attacks and definite depressed areas followed distinct changes in blood vessels 

them 

LL 





tion of the teeth and tonsils, although in case 4 there 
were recurrences of the lesions after the removal of 
these foci. Also, all five patients had taken bromides 
ot iodides, and in cases 2 and 5 there was an apparent 


- 
. 


tendency to appear on the lower extremities and its 
protracted course and involvement of the overlying epi- 
dermis with necrosis and ulceration, may occasionally 
be found only in the subcutaneous fat. Usually, how- 


‘currence after administration of the latter medication 
and remission on discontinuing it. 

On perusing the literature one finds little agreement 
& to what conditions should be considered under the 
general heading of panniculitis. It seems best to use 
this term, however, only in the general sense, encom- 
bassing all pathologic states in which the subcutaneous 
lat is involved and not as synonymous with the relaps- 
ng febrile nodular nonsuppurative type. In the recent 
(lassification by Keil,? emphasized by the further com- 
ment of Weber, the latter is placed in a subgroup and 
t convenience is considered an entity. Therefore it 
must be differentiated from the other diseases which 
may involve the subcutaneous fat. 





. 6 Keil H.: P Pee _ . 
§ » H.: Panniculitis: Its Place in Nosology, Brit. J. Dermat. & 
“Wh. 473 512.522 (Dec.) 1935. 2 ’ 


ever, the degree of Wuticher atrophy, the specific tubercle 
formation, epithelioid cells, “rosette giant cells” and the 
marked vascular changes distinguish it histologically.® 

The subcutaneous sarcoid of Darier-Roussy may 
offer clinical similarities, but this condition does not 
usually lead to the loss of subcutaneous fat and the 
resultant depression on involution of the lesion, and it 
shows histologically such characteristics as epithelioid 
tubercles, marked fibroblastic proliferation, periarteritis 
and periphlebitis, which readily distinguish it from the 





7. Pick, W.: Erythema nodosum perstans, Arch. f. Dermat. u. Syph. 
82: 271, 1906. Wohlstein, Emanuel: Statisnare Form des Erythema 
nodosum, Dermat. Ztschr. 63: 402-408 (May) 1932. 

8. Tachau, Paul: Erythema exsudativum multiforme und nodosum, 
in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrankheiten, 
Berlin, Julius Springer @: 584-677, 1928. 

9. Montgomery, Hamilton: Histopathology of Various Types of Cuta- 
neous Tuberculosis, Arch. Dermat. & Syph. 35: 698-712 (April) 1937. 
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Weber-Christian type of panniculitis.‘° The variation 
of the tuberculin test, depending on the degree of 
anergy present, precludes its employment in a difteren- 
tial capacity. In spite of the characteristic histologic 
appearance of the fully developed lesion in erythema 
induratum and sarcoid, Goeckerman ' has called atten- 
tion to the fact that it may be impossible to differentiate 
these in their early stages from other inflammatory 
processes. If relapsing febrile nodular nonsuppurative 
panniculitis, then, is to be considered akin to the three 
conditions just enumerated, it must demonstrate a par- 
ticularly effective, early local defensive mechanism. 

Another group of conditions, resulting from mechan- 
ical and chemical damage to the subcutaneous fat, how- 
ever, show much more histologic similarity, although 
they do not necessarily compare clinically and many 
times can be ruled out by the history alone. These are 
subcutaneous fat necrosis of the new-born,'? traumatic 
fat necrosis of the breast,’* insulin fat atrophy,’* paraf- 
finoma,'® and the inclusive general grouping of ischemic 
fat necrosis,'® lipogranulomatosis,'* and oleogranuloma.’* 
Certain rare types of thrombophlebitis offer close clinical 
similarity to panniculitis of this type, and it may be 
necessary to look for histologic evidence of reactive 
inflammation of the vein and thrombosis as distin- 
guishing characteristics.!® 

A histologic feature of the Weber-Christian type of 
panniculitis not previously emphasized is the tendency 
for the interlobular connective tissue septums to retain 
the same width throughout. Edema, necrosis and infil- 
tration may be present, but extensive fibrosis extending 
from the point where the larger blood vessels lie 1s 
usually conspicuous by its absence. Thus it seems that 
the changes occur mainly as a result of appearance of 
lipophagic cells around the smaller blood vessels within 
the fat lobule. The foam cell resembles that of xan- 
thoma, and, without regard to controversy regarding 
its origin, it is of the phagocytic type and is variously 
called “histiocyte,” “polyblast,” “granuloma cell,” and 
so on. These cells at t™ are clumped, with coales- 
cence of their cytoplas 1orming multinucleated giant 
cells. Similar pathologic pictures resulting from actual 

10. Gans, Oscar: Histologie der Hautkrankheiten: Die Gewebsveran- 
derungen in der kranken Haut unter Beriicksichtigung ihrer Entstehung 
und ihres Ablaufs, Berlin, Julius Springer 1: 470-471, 1925. 

11. Goeckerman, W. H.: Sarcoids and Related Lesions: Report of 
Seventeen Cases; Review of Recent Literature, Arch. Dermat. & Syph. 
18: 237-262 (Aug.) 1928. , 

12. Bernheim-Karrer, J.: Ueber subcutane Fettgewebsnekrosen beim 
Neugeborenen, Ztschr. f. Kinderh. 55: 695-701, 1933. Mosberg, G., and 
Behr, E.: Lipogranuloma and adiponecrosis subcutanea neonatorum, 
Nederl. tijdschr. v. geneesk. 79: 3050 (June 22) 1935; abstr. Arch. 
Dermat. & Syph. 34: 900 (Nov.) 1936. 

13. Lee, B. J., and Adair, F. E.: Traumatic Fat Necrosis of the 
Female Breast and Its Differentiation from Carcinoma, Ann. Surg. 72: 
188-195 (Aug.) 1920; A Further Report on Traumatic Fat Necrosis of 
the Female Breast and Its Differentiation from Carcinoma, Surg., Gynec. 
& Obst. 34: 521-531 (April) 1922; Traumatic Fat Necrosis of the 
Female Breast and Its Differentiation from Carcinoma, Ann. Surg. 80: 
670-691 (Nov.) 1924. Menville, J. G.: Fatty Tissue Tumors of the 
Breast, Am. J. Cancer. 24: 797-806 (Aug.) @935. 

14. Avery, Harold: Insulin Fat Atrophy: A Traumatic Atrophic Pan- 
niculitis, Brit. M. J. 1: 597-599 (March 30) 1929. 

15. Stokes, J. H., and Scholl, A. J., Jr.: A Case of Probable Paraffin- 
Oil Tumor, Arch. Dermat. & Syph. 4: 50-54 (July) 1921. Mook, W. H., 
and Wander, W. G.: VII. Camphor Oil Tumors, Arch. Dermat. & Syph. 
1: 304-318 (March) 1920. 

16. Farr, C. E Ischaemic Fat Necrosis, Ann. Surg. 77: 513-523 
(May) 1923. 

17. Makai, Endre: Ueber Lipogranulomatosis subcutanea, Klin. Wchn- 
schr. 7: 2343-2346 (Dec. 2) 1928. Strasser, Ulrich: Ueber sym- 
metrische posttraumatische Fremdkérpergranulome der Subcutis (Zur 
Frage der Lipogranulomatosis subcutanea), Klin. Wehnschr. 9: 987-989 
(May 24) 1930. Siwe, S. A.: Zur Frage nach Adiponecrosis subcu- 
tanea (Sclerodermia infantum), ihrer Klinik und Aetiologie, Jahrb. f. 
Kinderh. 141: 1-24 (Oct.) 1934. 

18. Henschen, K.: Ueber subkutane Fremdkérpergeschwilste aus nicht 
resorbierten Kampfer6élinjektionen (‘‘Oelgranulome’’), Centralbl. f. allg. 
Path. u. path. Anat. 25: 417-418 (May 15) 1914. Abrikossoff, A.: Ueber 
die spontan auftretende Fettgewesnekrose und Fettgranulome, ibid. 38: 
542-546 (Nov. 15) 1926. 

19. Barker, N. W.: General Classification of Diseases of Veins and 


Clinical Types of Thrombophlebitis, Proc. Staff Meet., Mayo Clin. 9: 191- 
194 (March 28) 1934. 
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trauma,” the injection of oily and other foreign syb. 
stances, bacterial and nonbacterial,”* and recently even 
of various physiologic solutions, have been seen.2? Ip 
spite of the lack of knowledge regarding the etiology 
and exact nature of chronic relapsing febrile nodular 
nonsuppurative panniculitis, one may conclude that 
it may represent not a disease entity but simply a 
syndrome involving a_ particular reticulo-endothelial 


response. 
SUMMARY 


In reviewing the literature on relapsing febrile nodu- 
lar nonsuppurative panniculitis and analyzing the cases 
reported which seem to demonstrate typical clinical and 
histologic features, the following characteristics stand 
out clearly. From a clinical standpoint these are (1) 
recurrent attacks of malaise and fever, of widely vary- 
ing degree, accompanied by subcutaneous nodules; (2) 
predominant occurrence of the condition in adult 
women; (3) localization of the subcutaneous nodules 
on the trunk or extremities but mainly on the thighs, 
and (4) a tendency to subcutaneous atrophy with its 
resultant depression at the site on involution. ‘| he histo- 
logic features are (1) edema and necrosis, primarily 
involving the subcutaneous fat; (2) diffuse aj pearance 
of cells phagocytic for fat, with a few multinucleated 
cells; (3) very limited fibroblastic stimulation; (4) 
notable absence of epithelioid nodules; (5) in‘requent, 
severe vascular changes, and (6) primary in) \lvement 
of the entire fat lobule. 

Although the etiology is unknown, the clinical-patho- 
logic features suggest that panniculitis is a -yndrome 
rather than a disease entity. Examination of t..e patient 
and studies of blood cultures and of the nod::'es them- 
selves give no information as to its origin. 7:2 clinical 
and pathologic features suggest that relaps: » febrile 
nodular nonsuppurative panniculitis represent a special 


reticulo-endothelial response in which drug:. particu- 
larly iodine, may be a precipitating factor. ‘he syn- 


drome may result in death. 


ABSTRACT OF DISCUSSION 

Dr. E. W. Netuerton, Cleveland: Only a few reports of 
relapsing febrile and nodular nonsuppurative panniculitis have 
appeared in the American literature, and most articles have been 
based on the observation of a single case. Dr. Bailey is to be 
congratulated on being able to report such a large number of 
cases presenting the characteristics of this syndrome. It is also 
of more than passing interest that this disease may occasionally 
prove to be fatal. This is the first report of a fatality attributed 
to this disease. Dr. Bailey referred to a case which I presented 
before the Cleveland Dermatological Society in 1933. The 
patient did not have the febrile reactions which have been 
observed in other cases. However, the dimpling of the skin 
following the disappearance of the nodules, the relapsing of 
lesions that were limited to the subcutaneous fat, and other 
characteristics that have been mentioned by Dr. Bailey were 
present. The pathologic changes did not show the acute leuko- 
cytic type of reaction that was first described by Weber but 
simulated the chronic type reported by Christian and others. 
The etiology of this syndrome is unknown. Two points may be 
emphasized as having some bearing on the etiology: (1) the 
high incidence of obvious foci of infection and (2) the frequent 
history of the ingestion of bromides and iodides either prior 
or during the active phase of the disease. The distribution 





20. Berner, O.: Subkutane Fettgewebsnekrose, Virchows Arch. f. path. 
Anat. 193: 510-518 (Sept. 4) 1908. Heyde, M.: Zur Kenntnis 
sgn Fettgewebsnekrose, Deutsche Ztschr. f. Chir. 109: 500- 

ay) 1911. 


21. Lux, Lydia: of 


Subcutaneous Nodules Induced by the Inject 
Streptococcus Viridans: Specificity of the Lesion and Origin :: 
Polyblasts, Arch. Path. 17: 652-662 (May) 1934. Harbitz, “4 
Lipogranuloma a Foreign Body Inflammation Often Suggesting @ Tumor, 
Acta chir. Scandinav. 76: 401-426, 1935. . ) 
22. Schwarzmann, J. M.: Surla_ cytostéatonécrose (oléogranuléme, 
cutanée et subcutanée traumatique, expérimentale, Ann. de dermat. 
syph. 1: 476-494 (May) 1930. 
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GONORRHEA 





Jocation of the lesions and their character of relapsing suggests 
that the etiologic agent, whether chemical or of infectious 
nature, is blood borne and that the nodules are in reality 
metastatic lesions. In my case and in Dr. Bailey’s series, 
obvious foci of infection involved the teeth and tonsils, and in 
case 1 of this series an otitis media developed during the 
course of the disease. Although a careful study failed to 
demonstrate an organism in the first case reported by Dr. Bailey, 
the severity of the clinical manifestation, the type of febrile 
reaction and the fatal termination can best be explained in the 
presence of some type of systemic infection. There is a his- 
tory of ingestion of bromides or iodides in all of Dr. Bailey’s 
cases. In the future the blood, urine and tissues should be 
examined for excessive amounts of iodine or bromine in cases 
with this type of panniculitis. Dr. Bailey is correct in con- 
duding that relapsing febrile nodular nonsuppurative pannicu- 
litis is a syndrome or a special reticulo-endothelial response 
which may be precipitated by drugs, particularly iodine and 
bromine, and possibly by bacteria or their toxins that arise in 
foci of nfection. 

Dr. KicHarD J. BatLey, Rochester, Minn.: I appreciate 
Dr. Netherton’s discussion, particularly his emphasis on the 
possible etiologic rdle of infection. In respect to the changes 
described by Drs. Weidman and Besancon in their discussion of 
erythema elevatum diutinum (4rch. Dermat. & Syph. 20:593 
[Nov.] 1929), a careful histologic study of the sections from 
the cases reported did not show the particular vascular change 
which they described. Relapsing febrile nodular nonsuppurative 
panniculitis undoubtedly occurs much more frequently than a 
review of the reported thirteen cases would indicate. It is 
interesting that, in a general review of changes of the subcuta- 
neous fat, both clinical and experimental, one finds that the 
reaction of this tissue is of three types: (1) a nonspecific 
response with fibrosis predominating, (2) a so-called tuberculoid 
response, with numerous epithelioid cells and (3) a preponder- 
antly phagocytic response. Weber-Christian disease apparently 
falls into the latter group. 


THE GONORRHEA PROBLEM IN THE 
UNITED STATES 
R. A. VONDERLEHR, M.D. 
Assistant Surgeon General, United States Public Health Service 
AND 
LIDA. J. USILTON, M.A. 


Statistician, United States Public Health Service 


WASHINGTON, D. C. 


The physician or health officer interested in the gon- 
orhea problem finds an extremely high incidence of 
the disease and great economic loss and human suffer- 
ing due to it. He is puzzled not only by the relatively 
adequate methods available for prevention and treat- 
ment, despite the fact that the etiologic agent is known, 
but also by the difficulty in determining the period of 
communicability, and by the need for a practical diag- 
nostic procedure which may be applied easily and as 
a routine. Without a knowledge of these essentials, he 
ncounters almost insurmountable difficulties in con- 
trolling the infection. The vast extent of the problem 
should serve as a challenge both to health officers and 
fo physicians to develop a more effective control 
program. 

INCIDENCE 

The seriousness of the problem -is indicated by 
recently completed surveys of the United States Public 

ealth Service, in which attempts were made to deter- 
me the number of cases of gonorrhea acquired each 
year in the United States.' It is estimated from the 





Read before the Section on Urolo i i 
: : } y at the Eighty-Eighth Annual 
rein of the American Medical Aeon Atlantic City, N. J., June 


States Ggitton, Lida J.:| Trend of Syphilis and Gonorrhea in the United 
ased on Treated Cases, Ven. Dis. Inform. 16: 147° (May) 1935. 
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assembled data that there are annually 1,037,000 cases 
of acute gonorrhea. In addition, there are a similar 
number acquiring the infection who annually are forced 
to seek treatment although the infection has passed the 
acute stage. 

As any experienced health officer would, in a cam- 
paign against an infectious disease, an attempt has been 
made to determine the extent of the dissemination of 
this infectjon through the population. Such facts have 


Rate per 1,000 population 
Cities with populations of: 0 2 * 6 8 10 12 14 36 
1,000,000 or more | | 
| 





500,000 to 1,000,000 
100,000 to 500,000 
50,000 to 100,000 | 
10,000 to 50,000 

Less than 35 per cent rural | 

35 to 75 per cent rural 

Over 75 per cent rural 


Chart 1.—Annual incidence rates for acute gonorrhea per thousand of 
white population. 


been established as the relative frequency of the occur- 
rence of gonorrhea in the two sexes and the two pre- 
dominating races, its geographic distribution, the age 
of persons acquiring the infection and the proportion 
of cases under the care of private practitioners as con- 
trasted with those in public clinics. These surveys have 
been based on studies of all legal sources of treatment 
for approximately 10 per cent of the population of the 
United States. The geographic distribution of cases is 
general (chart 1). In cities of a million or more popu- 
lation, the annual rate for white persons who sought 
medical care during the acute stage of the infection 
was 8.3 per thousand and among Negroes 9.7 per 
thousand, as contrasted with a lower rate among the 
white in rural areas of 4.5 per thousand. Conversely, 
among the Negroes in rural areas the rate was 11.4 
per thousand. It is interesting that the higher annual 
rates exist in cities of from 50,000 to 500,000 popula- 
tion while the lower rates occur in the metropolitan 
and rural areas. The ratio of acute to chronic infections 
in these areas indicate that proportionately one-half 
more white males than females seek treatment during 
the acute stage of gonorrhea. This neglect is far greater 
among the Negro than among the white females. For 
every Negress who seeks treatment in the acute stage, 
another delays coming to treatment until the infection 
is chronic, whereas among the Negro males two come 
to treatment in the acute stage for each one in the 
chronic stage, as shown in the accompanying table. 

The effect of this delay on the part of the female in 
seeking treatment, added to the greater difftculty 
encountered in treating gonorrhea in the female, is 
resulting in an increased prevalence rate for women 
with chronic gonorrhea under the care of both the 
public clinic and the private practitioner. This evidence 
confirms the common belief that the female is the most 
frequent carrier of the disease. 


AGE INCIDENCE 


In a few of the later surveys, data were assembled 
with regard to the age of the patient on acquiring the 
infection. Based on these data the mean age for the 
white males-is 29 years, for the Negro’ males 24 years 
and for the white females 24 years. The age of the 
greatest number of infections is several years earlier 
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in each instance. Sufficient data have not been accu- 
mulated to determine the mean age for the Negro 
female. Nearly half of the cases of gonorrhea were 
acquired before the age of 25. The effect of gonorrhea 
on the fertility of potential parents makes this early 
age of acquiring the infection more tragic. It is esti- 
mated that 26 per cent of the cases of gonorrhea occur 


Annual Incidence Rates for Gonorrhea per Thousand of 
Population, by Race, Sex and Stage of Disease 


























Males Females Total 
"sendin tae —— —_-«~ —— —_-_s*~ a 
= $63 = S 3s ro) = 
- £ 383 5B = 6 & ses 8 
< O & < o eH < o a 
White 
Cities with populations of: 

1,000,000 or over.......... 3.4 is 2? 82 23 53 823 889 3 
500,000-1,000,000......... 16.8 84 25.2 47 28 7.5 108 5.7 16.5 
100,000- 500,000......... 229 79 308 7.1 40 11.1 148 5.9 20.7 

50.000- 100.000......... 20.9 7.9 238 60 26 86 13.2 52 18.4 
10,000- 50,000......... 17.6 5.9 235 66 16 82 120 36 15.6 
Mixed areas: 

Less than 35% rural..... 8.5 33 11.8 2.1 138 33 53 23 7.6 

6-30 i ros cnsebwacnse io AS BO 82. 4, 40 61 16 6.7 

Over 79% rural.....csesse 49 11 60 14 09 23 32 10 42 

Ey ck Sawis cc Veeanicw 11.7 45 16.0 3.3 1.9 5.2 7.5 3.2 10.6 
Negro 
Cities with populations of: 

1,000,000 or Over.......... 148 138 161 46 52 98 9.7 32 12.9 
500,000-1,000,000......... 22.8 12.8 35.6 9.9 69 16.8 16.8 10.0 26.8 
100,000- 500,000......... 18.3 11.4 298 65 7.1 13.6 11.9 9.0 20.9 

50,000- 100,000......... 25.2 13.1 38.3 6.8 11.5 17.8 15.5 123 27.9 
10,000- 50,000......... 20.6 5.0 255 63 3.2 95 13.0 4.0 17.0 
Mixed areas: 

Less than 35% rural..... 15.5 44 20.0 7.0 69 139 93 71 16.5 

eS A | er 15.0 89 23.9 8.1 12.0 20.0 11.6 10.4 22.0 

Over 79% TurAl....... ccc 12.9 0.5 13.4 8.9 1.2 10.0 11.1 0.8 11.9 

| Se erat 18.4 9.4 278 73 72 145 128 83 21.0 
Total 
Cities with populations of: 

1,000,000 or Over.......... 13.5 86 17.1 38 25 S58 84 31 114 
500,000-1,000,000......... 17.6 90 26 53 3.3 86 116 6.2 17.8 
100,000- 500,000......... 22.1 84 305 70 46 116 143 6.5 208 

50,000- 100,000......... 91.1 82 29.3 60 31 9.1 18.4 65 18.9 
10,000- 50,000......... 18.1 5.7 238 66 18 84 12.1 3.7 158 
Mixed areas: 

Less than 35% rural..... 85 823 28 81 843. SA -33-- 33 FS 

35-75% rural....... 79 22 101 822 22 82 85 22 %3 

Over 75% rural.... os 10 65 18 09 2.7 83.7 10 447 

OE ckeowdso suesees 12.1 46 16.7 85 22 58 TS 34é€ 113 





in females, and of these 86 per cent are in the reproduc- 
tive period between the ages of 15 and 44 years 
inclusive ; that is, approximately 230,000 of the poten- 
tial mothers of the United States acquire gonorrhea 
annually. Of the cases of gonorrhea, 74 per cent were 
in males and 97 per cent were in patients between the 
ages of 15 and 54 inclusive (chart 2). It is a well 
known fact that gonorrhea is one of the most frequent 
causes of sterility. Its exact importance is unknown. 
Norris ? reports from the literature that from 30 to 50 
per cent of the cases of sterility in women are due 
to gonorrhea and that 60 per cent of all gynecologic 
operations result from this disease. Gonorrhea is also 
a frequent cause of one-child sterility. Further evidence 
of the ravages of this infection is found in the extent 
to which the presence of gonococci in the genital tract 
of the pregnant woman endangers the health and life 
of both the mother and the offspring. 

Williams * states that gonococci not infrequently 
invade the genital tract and cause inflammatory reac- 
tions which lead to abortion. Kronig * was one of the 
first to present bacteriologic proof that gonococci cause 





2. Norris, C. C.: Gonorrhea in Women, Philadelphia, W. B. Saunders 
Company, 1913, pp. 127 and 366. 

3. Williams, J. W.: Obstetrics, New York, D. Appleton & Co., 1930, 
p. 588. 

4. Krénig: Centralbl. f. Gynak. 17: 157, 1893. 
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puerperal infection. 
to cultivate the gonococcus in fifty out of 179 febrile 
puerperal cases. Williams * found gonococci in approxi- 
mately 9 per cent of his febrile patients when suitable 
culture mediums were used. Taussig and Stone ® state 
that from one tenth to one sixth of all rises of tem- 
perature in the puerperium are the result of gonorrheal 
infection. Norris? quotes various figures, believing 
the most conservative to be from 5 to 10 per cent in 
parturient women. Gonorrheal puerperal infection, 
though rarely fatal per se, is always serious. 


PREVALENCE AND TREND 

Data on the prevalence of gonorrhea were secured on 
twice as large a population group as were data on 
incidence. Legalized sources of treatment serving 25 
per cent of the nation’s population were included. 
Based on these data there are 493,000 cases of gonor- 
rhea constantly under medical care in the United States. 
Resurveys were made in seventeen of the communities 
originally surveyed after a period of from three to six 
years in an effort to determine, if possible, the effective- 
ness of present day preventive and control methods. 
The resurveys indicated in general a decrease in the 
prevalence rates for gonorrhea. However, these data 
may not necessarily be interpreted as representing an 
actual decline in the frequency of gonorrhea because 
simultaneous surveys made for syphilis indicated that 
the rate for syphilis in this period had increased 3 per 
cent. Syphilis and gonorrhea are comparable because 
these two diseases are contracted in a similar manner 
and there is twice as high an incidence rate for gonor- 
rhea as for syphilis. Furthermore, it is a well known 
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Chart 2.—Incidence rates per thousand of population for gonorrhea 
Kansas, Nebraska and Richmond, Va. 


fact that present day therapy is less effective in rendet- 
ing the patient with gonorrhea noninfectious than t 
patient with syphilis. igs 

It is therefore believed that the apparent decline ™ 
the rate for gonorrhea is due to failure to provide treat- 
ment for the average patient rather than to the 
control of the infection. This interpretation 15 Da 
on the knowledge that throughout the resurvey 





5. Taussig and Stone, quoted by Williams.* 


He claimed that he had been able 
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the curtailment of public health funds made it necessary 
for venereal disease clinics to limit the treatment of 
gonorrhea. In resurveyed communities in which facili- 
ties were more adequate the incidence rates for gonor- 
rhea were proportionately higher, indicating that the 
number of infected persons under medical care is 
dependent on the availability of treatment facilities. 
Confirmation of this conclusion can be found in Nel- 
son’s report ® on the situation in Massachusetts, where 
efforts were made to maintain a venereal disease control 
program. He reports that over a ten year period, 1925- 
1934, a downward trend for syphilis was accompanied 
by an upward trend for gonorrhea in the rate of admis- 
sions both to public clinics and to private practitioners. 


DECLINE IN GONORRHEA 


That something can be done in the control of gonor- 
thea even with the methods at present available has 
been demonstrated by the medical corps of the armed 
forces of the United States. In the army, the annual 
admission rates for gonorrhea per thousand white 
enlisted men stationed in the United States has 
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1,000,000 or more 


500,000 - 1,000,000 

100,000 - 500,000 

50,000 = 100,000 

10,000 - 50,000 
Less than 35 per cent rural 
35-75 per cent rural 


Over 75 per cent rural 


Chart 3.—Percentage of cases of gonorrhea under treatment in public 
clinics, 


decreased 75 per cent from 91 per thousand in 1910 to 
22 per thousand in 1934.* There has been a steady 
downward trend throughout this period which the army 
authorities explain by the use of prophylaxis and com- 
pulsory physical examination. They anticipate further 
decrease with increased vigilance not only of medical 
but also of line officers. The navy likewise reports a 
reduction of 46 per cent in the admission rate for 
gonorrhea from 104 per thousand in 1910 to fifty-six 
in 1934. In the navy the ratio of gonorrhea to syphilis 
is decreasing. In 1910 it was 4.6 to 1 and in 1934 
the ratio was 2.7 to 1.8 

In a few of the European countries there is some 
evidence that there is a decline in the number of cases 
ot gonorrhea, although in no instance is it as marked 
as the downward trend for syphilis. For example, in 
Great Britain the number of cases admitted for the first 
time to any clinic for treatment for gonorrheal infec- 
tions in 1928 was 30,425 males, which number decreased 
to 27,506 in 1935, a decrease of 9.6 per cent, which is 
larly constant throughout the eight year interval.® 
his downward trend and apparent control of gonor- 
thea in males are absent for females in Great Britain. 

In Copenhagen there was a very definite decline in 
the number of cases of gonorrhea under treatment. 
Although the data are not presented separately for sex, 
the total number of cases of gonorrhea in 1919 dropped 
from 8,783 to 4,572 in 1933. This decline was not 


ch 6. Nelson, N. A.: The Decreasing Prevalence of Syphilis in Massa- 
Bg J. A. M. A. 106:105 (Jan. 11) 1936. 
ae Report of the Surgeon General, U. S. Army, 1931, p. 121; 1935, 


ist aml report of the Surgeon General, U. S. Navy, 1923, p. 63; 





9. Twenty-first annual re iti i i i 
port of the British Social Hygiene Council 
(Incorporated), June 1, 1935-March 31, 1936, p. 19. 
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apparent in other parts of Denmark. On the contrary, 
the — of cases was slightly higher in 1933 than in 
1919,*° 

In Germany a decline of 34 per cent in cases of 
gonorrhea from 1927 to 1934 has been reported.** The 
number of cases reported dropped from 22,700 to 
14,900. 


PRIVATE PRACTICE AND PUBLIC CLINICS 


The percentage of gonorrhea under treatment in pub- 
lic clinics decreases with the decrease in the density of 
population. In cities of 1,000,000 or over, 28 per cent 
of the patients go to public clinics, but this proportion 
decreases to 11 per cent in cities of from 10,000 to 
50,000. The latter figure is approximately that of 
rural areas (chart 3). 


GONORRHEA AND OTHER COMMUNICABLE DISEASES 


A comparison of the number of cases of gonorrhea 
with that of the other common communicable diseases 
indicates the enormity of the problem. In contrast with 
1,037,000 cases of gonorrhea annually, enough patients 
to populate a large state, there were in 1935 only one 
third as many cases of tuberculosis, one fourth as many 
of scarlet fever, one twenty-seventh as many of diph- 
theria, one fifty-eighth as many of typhoid and a 
hundredth as many of poliomyelitis. Gonorrhea may 
be said to be the great epidemic disease of the human 
race, and little has been done about it. Yet an epidemic 
of any of the ordinary communicable diseases arouses 
immediate concern and demands the immediate institu- 
tion of intelligent control measures. 


SUMMARY 


1. Annually in the United States at least a million 
persons acquire gonorrhea. 

2. The incidence of gonorrhea is highest in cities of 
from 50,000 to 500,000 population, and lowest in 
metropolitan and rural areas. 

3. The mean age of acquiring the infection is 29 
years for the white male, 24 years for the Negro male, 
and 24 years for the white female. The age of highest 
frequency of infection is several years younger in each 
instance. 

4. A fourth of the cases of gonorrhea occur in 
females, 86 per cent in the reproductive period of life. 
Thus, approximately 230,000 potential mothers in the 
United States acquire gonorrhea annually. 

5. There are constantly under observation and treat- 
ment 493,000 persons with gonorrhea in the United 
States. 

6. There is no substantial evidence that gonorrhea is 
on the decline in the United States. However, the 
medical corps of the armed forces of the United States 
has demonstrated that something can be done in the 
control of gonorrhea with the methods at present 
available. 

7. A few European countries have reported a decline 
in the number of cases of gonorrhea, although in no 
instance is it as marked as the downward trend for 
syphilis. 

8. The percentage of gonorrhea under treatment in 
public clinics decreases with the decrease in the density 
of population. : 

9. Gonorrhea is much more prevalent than any other 
serious communicable disease. 

1900 Constitution Avenue N.W. 
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THE DIAGNOSIS OF GONOCOCCIC 
INFECTION IN THE MALE 


AN EVALUATION OF LABORATORY METHODS 


CHARLES M. CARPENTER, M.D. 


ROCHESTER, N. Y. 


The practice of modern medicine is becoming more 
and more dependent on laboratory aid for the diagnosis 
of infectious diseases. This is especially true in the 
diagnosis of gonococcie infection in the male, because 
genito-urinary symptoms similar to those caused by 
Neisseria gonorrhoeae may be caused occasionally by 
other bacteria. Not infrequently men become carriers 
of the gonococcus but show no symptoms of the dis- 
ease. In this presentation the comparative diagnostic 
value of smears, cultures and complement fixation is 
considered. 

THE SMEAR METHOD 

Until recently the examination of smears for diplo- 
cocci, tinctorially and morphologically typical of the 
gonococcus, constituted the chief laboratory method for 
diagnosing gonococcic infection. The inspection of 
smears properly stained by Gram’s method has many 
merits. It is comparatively simple and inexpensive. 
kesults of the examination are available within a few 
minutes after the specimen has been obtained. Smears 
on glass slides are easily transportable. Furthermore, 
the technic is a much less involved procedure than the 
cultural method and may be employed in the physician’s 
office, provided the physician or a qualified technician 
is cognizant of the intricacies of staining by Gram’s 
method. It is unnecessary to emphasize the unrelia- 
bility of smears when stained with methylene blue. 
However, the examination of a smear stained with 
methylene blue, prepared from a typical case of acute 
gonococcic urethritis, usually presents such a character- 
istic picture that few errors arise. 

The smear method is much less dependable in chronic 
cases, when the number of gonococci in the inflamma- 
tory exudate has decreased and secondary invading bac- 
teria predominate. Some observers believe that the 
gonococcus becomes morphologically and_ tinctorially 
atypical and difficult to recognize in the latent stage of 
the disease. 

THE CULTURAL METHOD 

During the past three years the development of a 
dependable cultural method has demonstrated that the 
examination of smears properly stained by Gram’s 
method fails to reveal many cases of gonococcic infec- 
tion. Although many bacteriologists have successfully 
cultivated the gonococcus since its isolation in 1885 by 
3umm,! a routine cultural method suitable for diag- 
nosis was not available until McLeod and his associates ” 
in 1934 introduced the use of chocolate agar and empha- 
sized the value of reinforcing air with carbon dioxide 
for isolating the gonococcus. In addition, they 
described an oxydase test for identifying colonies of 
the gonococcus in mixed cultures. Later, Leahy and 
Carpenter * modified McLeod’s method and, after 
employing it as’ a routine for three years, concluded 
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that it was the most reliable available procedure for 
diagnosing gonococcic infection. The technic is com. 
paratively simple and may be used in any modern 
public health laboratory. 

A diagnosis based on the isolation of the gonococcys 
makes possible its unmistakable identification and 
eliminates the defects inherent in the smear method, A 
report based on the recovery of the micro-organism in 
culture is acceptable to the courts. Furthermore, the 
use of a cultural method is necessary to evaluate accu- 
rately the results of any therapeutic procedure. 


THE COMPLEMENT FIXATION TEST 

The reliability of the complement fixation test is 
questioned by many serologists and the majority of 
urologists in America. Price * of London as well as 
many other European serologists, however, have much 
confidence in the test, but the use of their methods in 
this country has given disappointing results. There are 
those who are pessimistic about the possibility of ever 
evolving a complement fixation test suitable for the 
routine diagnosis of gonococcic infection. It is evident 
that the various technics now employed in the United 


Varying Results from Eight Laboratorics of Complement 
Fixation Tests for Gonecoccie Infections on Four Patients 








Date Laboratory 
Bish -=—— ees SE ny 
Patient Taken ] 4 5 6 7 § 9 
85* 3/19/37 -- ~- § + 4 4 + _ 
4/24/37 4 — 4 + 4 _ _ 
o6t 3/23/37 - 4 2 + 4 4 -- Slight positive 
4/20/37 2 3 4 + 4 4 +- Slight positive 
5/18/37 3 3 1 2 3 Positive 
215t 4/26/37 - 3 -- 4 _ - 
2163 4/26/37 _ 4 _ 4 1 bc - 





* History and symptoms of gonococcic infection (chronic anteropos- 
terior urethritis). Smears and cultures were positive when blood was 
taken. 

+ No symptoms, but history of gonorrhea in September, October and 
November 1935. Smears and cultures were negative when blood was taken. 

t No history or symptoms of gonococcie infection. Smears and cul- 
tures were negative when blood was taken. 


States should be studied critically. The results from 
the use of our best procedures cannot, in many 
instances, be correlated with the patient’s bacteriologic 
and clinical examinations. Several investigators ° have 
concurred in the opinion that the complement fixation 
test is especially useful in differentiating gonococci¢ 
arthritis from arthritis caused by other agents. It 1s 
undoubtedly more valuable in this type of the infec- 
tion than in the other forms of the disease. In a recent 
report, Warren, Hinton and Bauer * conclude that, “m 
cases in which the history is consistent with a diagnosis 
of gonorrheal arthritis, a positive test will be correct 
in 90 per cent of the cases.” Furthermore, they state, 
“Of 239 cases representing other types of arthritis, 
91.6 per cent gave consistently negative reactions.’ ; 
A cooperative investigation by eight laboratories 1s 
now in progress to compare the results of complement 
fixation tests on the same specimens of blood from 

patients so isolated that reinfection cannot occur. @ 
serologic observations will be correlated with the clinical 
4 ieee 





4. Price, I. N. O.: London County Council, 1933, No. 2995. 6: 

5. Osmond, R. W., and Oliver, J. O.: Brit. J. Ven. Dis. +033 
(Oct.) 1929. Green, F.: Canad. M. A. J. 28: 289 (March) | TOL 
Myers, W. K., and Keefer, C. S.: New England J. Med. 211: 
(July 19) 1934. Pus 

of Warren, C. F.; Hinton, W. A., and Bauer, Walter: Siguifican 
of Gonococcus Complement Fixation Test as a Diagnostic Aid, J. A. 
108: 1241 (April 10) 1937. 
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and bacteriologic observations, especially with the results 
of the culture method. This is the first attempt on a large 
scale to compare the technic in use in the United States. 
It is hoped that this study will aid in standardizing the 
test. [‘urthermore, research on improving the specificity 
and sensitivity of the test is in progress in several 
laboratories. It is evident that the renewed interest in 
this test will provide the information required to solve 
many of its present shortcomings. 

The data in the accompanying table illustrate the 
present unreliability of the complement fixation test by 
showing the many discrepancies that occurred in tests 
made by several serologists on samples of blood from 
four adult male patients selected from a group of 300 
patients. Fifty ec. of blood was collected from each 
patient, after which a 5 cc. specimen was forwarded 
to each laboratory for examination. Patient 85 had a 
chronic gonococcic urethritis of several months’ dura- 
tion. Smears and cultures were positive at the time 
the blood was tested. Patient 96 had a history of 
gonorrhea eighteen months prior to the examination of 
his blood. No symptoms were present and smears and 
cultures were negative when the blood was collected. 
Patients 215 and 216, because of mental and physical 
disabilities, could not have been exposed to a gonococcic 
infection except at the time of birth. Neither showed 
symptoms of the disease, and smears and cultures were 
negative when specimens of the blood were taken. 

The tollowing data will illustrate further the unre- 
liability of the present serologic methods. The com- 
parative results from the use of the complement fixation 
test andl the smear and cultural methods on ninety-two 
patients with a history and symptoms suggestive of 
gonococcic infection are shown in the chart. The 
results from similar examinations on twenty-eight 
patients of the same character, but with no history or 
symptoms of a genito-urinary infection, are likewise 
shown. 

Complement fixation tests on eighty of the ninety- 
two infected patients gave reactions varying from a 
plus-minus to a four plus. In this group more positive 
diagnoses resulted from the serologic examination than 
from either the cultural or the smear method. 
Obviously, however, these results are questionable, 
because twenty of the twenty-eight patients, noninfected 
at the time of examination, gave positive reactions. 
The history on some of the patients in the latter series 
may have been unreliable, but it is unthinkable that 71 
per cent were undependable and that no false positive 
reactions were obtained. 

Cultures from either the urethral discharge or the 
prostatic exudate were positive in forty-six of the 
inety-two cases, while smears stained by Gram’s 
method and examined by a bacteriologist with exten- 
sive experience were positive in only thirty-five cases. 
Twelve per cent more cases were diagnosed by cul- 
tures than by smears. 

COM MENT 


The data presented in this brief review show the 
Comparative value of the complement fixation test, the 
cultural method and the smear method for the diagnosis 
%! gonococcic infection in the male. The complement 
xation test gave a positive reaction in 87 per cent of 
iinety-two cases presenting a history and symptoms 
of the disease. Its true value, however, becomes greatly 
diminished in the light of finding 71 per cent positive 
reactions in a group of twenty-eight patients with 
neither a history, symptoms nor bacteriologic evidence 
ofthe disease. The latter group, however, is small. In 
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a few instances false positive tests have occurred in 
patients with meningococcie infection. Likewise, the 
use of gonococcus vaccines, or those incorporating other 
gram-negative cocci, seriously interferes with the inter- 
pretation of a positive test. Further studies on gono- 
coccus antigens are necessary to improve the specificity 
of the complement fixation test. The limitations: of 
many of the present technics make its use questionable, 
even when correlated with the clinical and bacteriologic 
changes. 

The superiority of the culture method to the smear 
method, and especially to the complement fixation test, 
is obvious from the data presented. The diagnosis of 
12 per cent more positive cases by culture than by 
smears is significant. In females, however, approxi- 
mately twice as many positive diagnoses are made by 
cultures as by smears. The cultural method gives no 
false positive diagnoses and, furthermore, is a reliable 
test for cure. It has not as yet become as useful an 
aid to the general practitioner as is the cultural method 
for the diagnosis of diphtheria. At the present time its 
availability is somewhat limited to hospitals and vene- 





92 PATIENTS WITH H AN OF IC INFECTION 





POSITIVE BY COMPLEMENT-FIXATION TEST— 80 OR 87% 


POSITIVE BY CULTURES—46 OR 50% 


POSITIVE BY SMEARS-35 OR 38% 





HISTORY s 





POSITIVE BY COMPLEMENT-FIXATION TEST- 20 OR 71% 
POSITIVE BY CULTURES - 0 
POSITIVE BY SMEARS- 0 











Results of complement fixation tests, cultures and smears on ninety- 
two patients with history and symptoms of gonococcic infection and on 
twenty-eight patients with no history or symptoms of gonococcic infection. 


real disease clinics where well equipped laboratories 
are located, so that specimens can be cultured within 
six or eight hours after collection. A few city health 
departments have introduced the cultural method, and 
it will soon be possible to judge the value of this new 
diagnostic procedure under routine conditions. 

It should be emphasized that neither the cultural 
method nor the smear method should be used alone, 
but as supplementary procedures. Although more posi- 
tive diagnoses are obtained by the cultural method, 
smears occasionally reveal typical gonococci, which for 
unknown reasons fail to grow. 


CONCLUSIONS 

The cultural method is the most reliable procedure 
for the diagnosis of gonococcic infection, exceeding 
both the smear and complement fixation methods. 
The isolation of the gonococcus makes the diagnosis 
unquestionable, and a report based on this finding con- 
stitutes irrefutable evidence in court. The smear method, 
however, has many advantages over the cultural 
method, because of such features as its simplicity, inex- 
pensiveness and rapidity. It fails to reveal as many 
positive cases as the cultural method and, in some 
instances, false positive results are reported, owing to 
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the inability of the examiner to differentiate the gono- 
coccus from other bacteria. Furthermore, it is impos- 
sible to distinguish viable from nonviable gonococci. 

The present methods for making complement fixation 
tests are unsatisfactory and frequently give false posi- 
tive results. 





ARTIFICIALLY INDUCED FEVER FOR THE 
TREATMENT OF GONOCOCCIC INFEC- 
TIONS IN THE MALE 
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AND 
CHARLES M. CARPENTER, M.D. 
ROCHESTER, N. Y. 


With the advance of chemotherapy, numerous drugs 
have been developed and used for the treatment of 
gonorrhea with the hope that a preparation might be 
found which was capable of quickly destroying the 
gonococcus without injuring the mucous membrane of 
the male urethra. The inadequacy of chemical treat- 
ment, in all probability, has been due to the anatomic 
structure of the male urethra and to the tendency of 
the gonococcus to become “fast” to germicides used 
locally. Search for a specific drug for intravenous use 
has likewise been disappointing. Comparatively recently, 
however, two related products, prontosil* and pronty- 
lin (sulfanilamide), have been heralded by a few inves- 
tigators as specifics for meningococcic and gonococcic 
infections. While we have been using sulfanilamide in 
our clinic for some time, we feel that further studies 
must be made before its clinical value can be definitely 
determined. Antigonococcus serums, vaccines, filtrates, 
bacteriophages and the like have appeared to be useful 
for the treatment of certain cases of the disease but 
have not been successful as a routine procedure.” The 
local application of heat in the form either of hydro- 
therapy or of electrotherapy, while of great therapeutic 
value, cannot be relied on to produce an effective, con- 
sistent and rapid cure. 

Cognizant of the disappointments that have so fre- 
quently befallen those who have enthusiastically advo- 
cated new methods for the cure of gonorrhea, we shall 
describe our experiences and present the results obtained 
during the last six years with the use of general fever 
for the treatment of acute and chronic gonococcic infec- 
tion in the male. It is to be emphasized that the method 
described for inducing fever is not practicable for uni- 
versal use but is strictly a hospital procedure requiring 
at least a seven day hospitalization for the ambulatory 
patient. It demands the services of full time day and 
night nurses specially trained to care for patients under- 
going such treatment. Since the average length of fever 
treatments was 14.8 hours, as determined by the thermal 
death time, more time is demanded of the physician 
than is reserved each day for office practice. In addi- 
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tion to requiring special nursing care, it is necessary 
that the patient be seen at frequent intervals by a physj- 
cian, who must be available on short notice. : 


EXAMINATION OF PATIENT, PREPARATION FoR 
FEVER THERAPY, AND CARE DURING AND 
AFTER TREATMENT 


A patient is never treated until after he has received 
a thorough physical examination and special preparation 
for fever therapy. First, a genito-urologic examination 
is made in order to determine the extent and degree of 
infection. Smears and cultures are made of the urethral 
exudate taken after the end of the penis has been washed 
with soap and water and a 1: 4,000 solution of mer- 
curic oxycyanide has been applied. The exudate for 
culture is collected on a sterile swab and suspended in 
1 cc. of Douglas broth. If, after the urethra js 
stripped, insufficient or no exudate is present, the first 
two or three drops of urine are voided into 1 ce. of 
broth for culturing. In chronic cases in which an 
examination of the prostatic secretion is indicated, the 
patient is first instructed to distribute the contents of 
his bladder, as equally as possible, into three glasses, 
The glans penis is then thoroughly cleansed with green 
soap followed by the application of a 1: 4,000 solution 
of mercuric oxycyanide, after which the prostate is 
massaged to obtain material for microscopic examina- 
tion and culture. The secretion is permitted to flow into 
a test tube containing 1 cc. of broth. A smear is also 
made from the prostatic exudate at the meatus. The 
urethra is never irrigated with an antiseptic solution 
before prostatic massage, because the presence of the 
chemical might inhibit growth of the gonococcus. The 
specimens are then submitted to the bacteriology labora- 
tory for examination according to the technic described 
by Leahy and Carpenter.* A specimen of blood is also 
obtained as a routine for complement fixation tests for 
syphilis and gonococcic infection. 

When fever therapy is contemplated, the patient is 
admitted to the hospital. Further laboratory studies 
are made, including a complete blood count, a roent- 
genogram of the chest, an electrocardiogram and a 
chemical examination of the blood. A twenty-four hour 
specimen of urine is examined for specific gravity, 
volume and total sodium chloride. The details of the 
treatment are explained to the patient or to his guardian, 
and a signed permit for such therapy is always obtained. 

Special attention is given to the patient’s intake ot 
sodium chloride before he is subjected to the fever 
therapy. Marked losses of salt may occur during the 
treatment, and it is essential therefore that the tissues 
be well supplied before the fever is initiated in order 
to maintain a normal chloride and water balance. In 
certain instances it is deemed necessary to give the 
patient from 10 to 15 Gm. of salt during a twelve oF 
twenty-four hour period prior to the treatment. On 
the evening preceding the fever, the patient is given a 
cleansing enema. At 6 a. m. he receives the usual hos- 
pital breakfast and half an hour later a sedative, whic 
is usually from 8 to 15 cc. of paraldehyde in grape 
juice. The patient is brought to the fever clinic at 
o'clock where he is transferred to the radiant energy 
cabinet. ; 

Restraints are set in place and the bulb of the resis 
tance thermometer is inserted into the rectum. Cultures 
and smears are again made from the urethral discharge 
when present, or from the first voided urine, as ¢ 





3. Leahy, A. D., and Carpenter, C. M.: The Diagnosis of Gonocoecs 
Infections by the Cultural Method; Am. J. Syph., Gonor. & Ven 
20: 347 (July, part 1) 1936. 
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check on the cultures made previously. A specimen of 
blood is collected and examined for nonprotein nitro- 
gen, sugar, chloride content and icteric index. These 
observations constitute a basis for comparison after 
treatment. The rectal temperature is elevated to 41.5 
C. (106.7 F.) and is maintained at this level for a 
period equal to the thermal death time of the strain of 
gonococcus isolated from the patient. To maintain a 
normal water balance, the patient is given from 200 to 
350 cc. of fluid each hour. If sweating is excessive, 
from 5 to 15 Gm. of sodium chloride is given by mouth 
at intervals throughout the treatment. In the late fall 
and winter in this climate the use of supplementary 
chlorides is less nesssary than in summer, even during 
a very long treatment. The pulse, respiration and tem- 
perature are observed and recorded every ten minutes. 
The blood pressure is taken at least once each hour and 
more frequently if deemed advisable. When paralde- 
hyde narcosis is inadequate, it is supplemented with 
from 10 to 20 cc. of whisky per hour. 

The patient is under the constant supervision of a 
nurse specially trained for this type of therapy and is 
visited every hour by the physician. At the termination 
of the fever a specimen of blood is again taken for com- 
parison with the results of the previous analysis. The 
cabinet is opened and the patient’s temperature is 
allowed to fall. He is returned to his room after the 
temperature has receded to 38 C. (100.4 F.), if his 
general physical condition is satisfactory. 

Ii the therapy is successful, all clinical symptoms dis- 
appear and cultures for the gonococcus are negative at 
the end of treatment. The urethral discharge usually 
subsides before the termination of the treatment. A 
small amount of whitish, mucoid urethral discharge 
may be observed within twenty-four hours, but no 
yellow pus is present. Cultures and smears are taken 
approximately twenty-four hours after treatment and 
again on the second and third days. A convalescent 
period of three days is usually sufficient, regardless of 
the length of the fever treatment. If the patient’s clini- 
cal condition is satisfactory at this time, he is referred 
to his personal physician for follow up. Further uro- 
logic treatment is necessary in nearly all cases, except 
in early acute anterior urethritis in which no urethral 
injury, such as roughening or stricture formation, has 
occurred. The elimination of the gonococcus from the 
prostate and seminal vesicles by fever therapy is seldom 
followed by the complete disappearance of the secon- 
dary infection without the accepted routine treatment 
for such complications. Whenever possible, it is advis- 
able that the patient have a rest period of about three 
weeks before an examination is made to discover the 
extent and character of any resulting sequelae. 


DETERMINATION OF THE THERMAL DEATH 
TIME OF THE GONOCOCCUS 
_ When a pure culture of the gonococcus has been 
isolated from the specimen submitted for bacteriologic 
examination, the thermal death time of the strain is 
determined.t Observations have indicated that 41.5 C. 
(106.7 F.) is the highest temperature the body can 
safely tolerate for intervals of from eight to twenty- 
four hours. The duration of the period of fever is 
based on the thermal death time of the individual strain 
of the gonococcus at this temperature. The procedure 
employed is essentially the same as that previously 
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described.’ Sealed glass vials containing from 1.5 to 
2 cc. of a dextrose-ascitic fluid-blood broth culture of the 
gonococcus are immersed in a constant temperature 
water bath set at 41.5 C. A vial is removed at hourly 
intervals and its contents are cultured for viability. The 
hour after which no growth occurs is considered to be 
the thermal death time. Experience has shown that it 
is unnecessary to make routine hourly observations 
except from the eighth to the twenty-fourth hour after 
the immérsion of the culture in the bath. Examinations 
made on 250 strains of gonococci have shown that the 
thermal death time at 41.5 C. varies from six to thirty- 
four hours. The isolation of the gonococcus from the 
patient and the determination of its thermal death time 
require from seven to ten days. If contamination 
occurs during the examination, the procedure must be 
repeated. As a rule, ambulatory patients are not 
admitted to the hospital until after the test has been 
completed. 


CONTRAINDICATIONS TO FEVER THERAPY 

There are several contraindications to the use of 
fever for the treatment of gonococcic infections. 
Patients with electrocardiographic evidence of myocar- 
dial damage or heart block of any degree do not tol- 
erate such therapy well. Mild valvular damage with 
full compensation, however, is not necessarily a contra- 
indication in patients under 30 years of age. Patients 
more than 40 years of age should not be treated for 
fifteen hours or longer unless a careful study is made 
of the cardiovascular system and especially of the 
peripheral circulation. Patients with chronic alcoholism 
should not be treated by this method. Frequently 
patients are admitted to the hospital with an acute infec- 
tion after an alcoholic debauch, mentally and physically 
prostrated. Nonalcoholic patients occasionally show 
signs of toxemia from a gonococcic infection such as 
pallor, restlessness, anorexia, insomnia, anemia, marked 
sinus arrhythmia and dyspnea on exertion. It is also 
important to exclude those rendered susceptible to heat 
prostration by a low salt intake during the summer 
months or by acute respiratory infections, and espe- 
cially to exclude those with active pulmonary tuber- 
culosis. 

SEQUELAE OF THE TREATMENT 

Of a total of 283 patients with gonococcic infections 
subjected to fever therapy, jaundice and severe nausea 
and vomiting have developed in fifteen. Four cases in 
which symptoms were present are reported in this 
paper. In two of them also hematuria was present, 
which disappeared within a week without further 
sequelae. These symptoms occurred only during the 
warm months of the year. The icteric index in some 
cases rose to as high as 18 by the third day (the normal 
value is from 4 to 8). There was a concurrent rise in 
the nonprotein nitrogen to double its normal value, but 
the latter subsided more rapidly than the icteric index. 
The blood sugar usually was unchanged. The serum 
chlorides either remained at a low normal or dropped 
below the normal content. They rapidly returned to 
normal, however, on the administration of sodium 
chloride subcutaneously, or by mouth if the patient did 
not vomit. The jaundice likewise responded favorably 
to the administration of from 15 to 20 Gm. of sodium 
chloride within twenty-four hours. It subsided in from 
three to five days when the carbohydrate as well as the 
saline intake was increased. A discussion of these 
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details will be published in subsequent papers. Herpes 
labialis developed in approximately 60 per cent of the 
patients. 
RESULTS OF FEVER THERAPY ON SIXTY-FOUR 
PATIENTS 

We have included in this series only those cases in 
which positive clinical changes were confirmed by a 
positive smear and culture within the twenty-four hours 
before treatment was instituted. This made it necessary 
to exclude many cases in which such information was 
wanting, as well as cases diagnosed by their clinical 
signs and symptoms only. Only those cases were con- 
sidered cured in which the physical changes, the three 
glass test of the urine, and the smears and cultures from 
the urine, the urethra and the prostatic secretion were 
consistently negative for one month or longer after the 
fever therapy. The majority of the cases were observed 
for at least three months. Some have been under obser- 
vation for a period of three years. In those cases in 
which treatment failed, symptoms accompanied by posi- 
tive bacteriologic changes usually reappeared from one 
to three days later. 

The practice of subjecting the patient to a fever equal 
in length to the thermal death time of the strain of 
gonococcus harbored by the patient quite naturally 
evolved from our failure to cure a large percentage of 
the gonococcic infections by a single fever of short 
duration. For the purpose of presentation, the cases 
have arbitrarily been divided into five groups. 

Group 1.—Three patients treated with one session 
of fever at 41.5 C. for less than five hours. 

The thermal death time of the gonococcus from one 
patient was nineteen hours but that from the other two 
was not determined. The duration of fever was two, 
three and four and one half hours. The patient given 
four and one half hours was considered “cured” ; that is, 
smears and cultures were negative after treatment and 
remained so during the follow-up period. Treatment 
was not satisfactory in the other patients, since posi- 
tive smears and cultures were obtained from both. In 
the case of the two hour treatment, the patient refused 
to cooperate and treatment was discontinued. Fever 
was terminated in the other patient after three hours 
because of marked cyanosis. The thermal death time 
of the gonococcus from the patient who was “cured” 
was not determined. 

Obviously no conclusions can be drawn from such a 
small group. In a large series of patients a few would 
undoubtedly be cured by a fever of very short duration. 
This would be especially true of the acute case which 
had almost run its clinical course and in which recovery 
probably would have occurred without treatment. 
Every effort was made, however, to exclude such cases 
from this series. 

Group 2.—Seventeen patients treated with one five 
hour period of fever at 41.5 C. 

Only three of seventeen patients who received five 
hours of fever at 41.5 C. at one sitting were cured. 
Two of the patients reported as cured harbored strains 
of the gonococcus with thermal death times of fifteen 
and twenty-two hours respectively, while in the third 
the thermal death time of the strain was undetermined. 
No explanation can be offered as to why cures were 
obtained in these three cases while failure resulted in 
the fourteen others, unless it was because of a difference 
in the individual patient’s resistance against the disease. 
This defense mechanism, however, cannot as yet be 
accurately measured. It is of interest to note the long 
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period of local treatment (from one to four months) 
required to cure those patients who failed to respond 
to one five hour session of fever at 41.5 C. 

Group 3.—Four patients treated with two sessions 
of fever at 41.5 C. of duration shorter than the thermal 
death time. 

Since a single five hour session of fever failed to 
cure many patients, the use of two or more short fever 
treatments of from five to ten hours’ duration was 
tried. Favorable reports of employing a series of short 
periods of fever for the treatment of gonococcic infec- 
tions have been made by Hench, Slocumb and Popp,' 
Bierman and Horowitz,’ and Simpson,* as well as by 
several other investigators. 

In three of the cases in which the first treatment 
failed, subsequent fever therapy proved to be of no 
value. One patient suffering from urethritis and 
arthritis was cured of the urethritis after a five hour 
session of fever while the arthritis responded to a 
second treatment of six hours. There is a possibility, 
however, that in this instance the two treatments sup- 
plemented each other. Although cures may be etfected 
by repeated sessions of fever of short duration, our 
interests have been concerned chiefly with the use of a 
single session of fever equal in duration to the thermal 
death time of the strain of the gonococcus isolated from 
the patient. This principle, in our opinion, is the 
rational basis for treating infectious diseases with 
induced fever. This is especially true in gonococcic 
infections because of the thermolability of the gono- 
coccus at fever temperatures. 

Group 4.—Nine patients treated with a session of 
fever at 41.5 C. longer than five hours but shorter than 
the thermal death time. 

Only two of nine patients so treated were cured. One 
of them received a fourteen hour session of fever, 
which was six hours less than the thermal death time. 
The other patient, whose strain of gonococcus had a 
thermal death time of twenty-seven hours, was cured 
by a fifteen hour session of fever. Three other patients 
who failed to respond to fever therapy recovered after 
four weeks of local chemical treatment. That they 
may have received some benefit from the fever is evi- 
denced by the shorter period of time required to effect 
a cure by subsequent chemical treatment. 

Group 5.—Thirty-one patients treated with one 
session of fever at 41.5 C. approximately equivalent to 
the thermal death time. 

Included in this group of thirty-one cases are five in 
which the duration of treatment was from one-half to 
two hours shorter than the thermal death time. The 
method of determining the thermal death time of the 
gonococcus is not without error. A variation of from 
one to two hours has occurred in repeated tests on the 
same generation of some of the strains. Because of 4 
slight variation in the thermal death time it was found 
advisable, whenever conditions permitted, to subject the 
patient to fever for one hour longer than the reporte 
thermal death time. 

The results obtained in this group of thirty-one 
patients were the most satisfactory. There were only 
two uncomplicated cases of acute anterior gonococci¢ 
urethritis. The remaining twenty-nine presented one oF 





Fever Therapy: 


6. Hench, P. S.; Slocumb, C..H., and Popp, W. C.: ehrites 


Results for Gonorrheal Arthritis, Chronic Infectious (Atrophic) A 
and Other Forms, J. A. M. A. 104:1779 (May 18) 1935. ios 
7. Bierman, William, and Horowitz, E. A.: Treatment of Gonor?! 
in the Female by manne. ot gd and Additional Pelvic Heating 
. A. M. A. 104:1797 (May 18) 1935. ee ; 
J 8. Simpson, : Artificial Fever Therapy of Syphilis and Gono- 


coccic Infections, Brit. J. Ven. Dis. 12: 133 (July) 1936. 








inf 
an 


al 


ne 
er, 
ne. 


red 
nts 
iter 
hey 
evi- 
fect 


one 
t to 


e in 
f to 
The 
the 
rom 
the 
yf a 
und 
the 
rted 


-one 
only 
yecic 
e OF 


erapy* 
hritis, 


orrhea 
eating, 


VotumE 109 
NumBer 18 


more complications that constituted difficult problems of 
treatment. Twenty-five, or 81 per cent, of the patients 
were cured. Failure occurred in six instances. Two of 
these patients responded to simple local treatment within 
two weeks after the fever and the third was cured in 
three weeks. In these three cases it was evident that 
the fever therapy either increased the resistance of the 
patient or decreased the virulence of the gonococcus, 
so that local treatment resulted in a rapid cure. One 
patient, whose strain of gonococcus had a thermal death 
time of eleven hours, failed to respond to a five hour 
treatment but later was cured by fifteen hours of fever. 

The failure to cure six, or 19 per cent, of the patients 
in this group was due possibly to the fact that each was 
infected with two or more strains of the gonococcus. 
Should this premise be true, the determination of the 
original thermal death time was evidently made on the 
least heat resistant strain. Thermal death time deter- 
minations on five of the six strains recovered from the 
patients after the session of fever indicated this. 

One death occurred : 


A boxer, aged 22, in good physical condition, presented a 
simple anterior urethritis of three weeks’ duration. The strain 
of gonococcus isolated from the urethral discharge had a 
thermal death time of twenty-four hours. On physical exam- 
ination the patient was normal except for the presence on the 
right temple of an unhealed wound produced by a blow received 
during a recent boxing match. The patient was given 8 cc. 
of paralichyde one-half hour before the fever treatment, and 
whisky in amounts of 5 cc. at approximately hourly intervals, 
totaling 184 cc. for the twenty-four hour period, during which 
time he was subjected to a temperature of 41.5 C. It was 
noted that the ingestion of small amounts of whisky produced 
a state of complete narcosis almost immediately thereafter. 
He stubbornly refused to drink the usual allotment of water 
(from 200 to 300 ce. an hour) during the last five hours of 
treatment. Very little sweating occurred during the last half 
of the treatment, which in the light of our present knowledge 
is an indication for termination of the treatment or for an 
infusion. However, 1,500 cc. of 0.85 per cent saline solution 
and 5 per cent dextrose was given by infusion at the end of 
the treatment. The blood serum chlorides were 542 mg. per 
hundred cubic centimeters and the nonprotein nitrogen 63 mg. at 
that time. The patient reeked of paraldehyde and whisky but 
could be aroused. Ten hours later another 1,500 cc. infusion 
was administered, and he drank some water spontaneously but 
refused food. No urine was voided. 

Twenty-two hours after the termination of the twenty-tour 
hour fever treatment, the nurse observed a sudden change in the 
patient. The pulse was feeble and the skin dry. It was 
impossible to arouse the patient for thermal observation. He 
was given | cc. of caffeine and 0.5 cc. of epinephrine sub- 
cutaneously, and intravenous injections of saline and dextrose 
solution were attempted but were unsuccessful, even after direct 
exposure of the vein. The patient responded to the usual oxygen- 
carbon dioxide mixture at first, but soon pulmonary edema 
developed and he died shortly thereafter (twenty-six hours after 
the end of the period of fever). There was a terminal rise of 
2 degrees C. (3.6 F.) in the rectal temperature. Autopsy dis- 
closed moderate dehydration of all body tissues. There was 
tothy material in the bronchi and trachea and a very mild 
cloudy swelling of the liver. No hemorrhages were observed in 
the adrenals or other tissues. Permission to examine the brain 
could not be obtained. 


Several factors probably contributed to this death: 
L f he patient, a professional boxer, was “trained down 
fine,” and was further dehydrated and depleted of chlo- 
rides by the fever. Therefore the fluids given during 
ihe treatment were inadequate. 2. The patient had a 
matked intolerance to whisky (as little as 5 cc. was a 
toxic dose). This was later verified by the family, who 
‘tated that he could not tolerate more than one cocktail 
aid “never drank.” 3. It is our belief that caffeine and 
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epinephrine were distinctly contraindicated in this case. 
Undesirable reactions have occurred ftom their use in 
other cases with low blood pressure or collapse after 
fever therapy. 4. A possible cranial lesion, such as 
pachymeningitis, resulting from his occupation may 
have been present and contributed to his death, but this 
could not be proved. 

This is the only fatality that has occurred in a group 
of 283 patients (male and female) treated for gono- 
coccic infections. Nevertheless, we are convinced from 
further study of the water and chloride balance that it 
is possible to administer these prolonged fevers safely. 
Evidently this fatality was due in part to our inability 
at the time to recognize the incipient symptoms of dehy- 
dration in time to prevent it. 

Because a number of cases which had previously 
resisted chemical treatment responded favorably to it 
after ten or fifteen hours of fever therapy, it seems 
advisable to discontinue treatment at the end of fifteen 
hours regardless of the length of the thermal death 
time, when there is the slightest cause for apprehension 
for the safety of the patient. 


COMMENT 


In an attempt to evaluate correctly fever treatment 
of gonococcic infections in 105 male patients, rather 
exacting requirements were specified. In only sixty-four 
cases was clinical evidence of the disease substantiated 
by a positive smear or culture within twenty-four hours 
of treatment. Failure of such substantiation resulted 
in the elimination of forty-one cases from the series, 
although very satisfactory clinical results were obtained. 
Every case reported as cured was observed for many 
weeks, and in most instances several months after treat- 
ment. Many of the patients have resumed marital rela- 
tions without evidence of recurrence or infection in the 
partner. The decision to base the duration of fever 
treatment, wherever possible, on the thermal death time 
of the individual’s strain of gonococcus was made when 
a high percentage of failures occurred after either one 
or a series of short sessions of fever was administered. 
Furthermore, repeated treatment of five hours’ duration 
proved less economical in certain cases, and not infre- 
quently the patients refused to continue the therapy 
after two or more failures. 

Fever therapy is indicated in those cases in which 
other types of therapy have proved to be of no value. 
It may well be considered in cases that fail to respond 
to the usual general and local therapeutic measures. 
Fever has proved to be a valuable asset in the treat- 
ment of the various complications resulting from gono- 
coccic infections. In this series several patients having 
acute posterior urethritis, prostatitis and unilateral epi- 
didymitis were cured and the possibility of bilateral 
epididymitis and sterility was thus prevented. Gono- 
coccic arthritis is most effectively treated by fever. 
Likewise in gonococcic infections of the kidney, a rela- 
tively rare but frequently most difficult complication to 
treat locally, fever therapy should be of special value. 
Artificially induced fever should be considered in the 
treatment of patients who refuse to cooperate while 
under local therapy and thereby not only prolong their 
own infection but continue to spread the disease. In 
married people, in whom the welfare of the home and 
the prevention of domestic complications are dependent 
on a rapid cure, fever is frequently indicated. 

This type of fever therapy should not be entered into 
lightly by either the physician or the patient. The physi- 
cian should be certain in each case that its use is war- 
ranted and that the patient is qualified physically for 
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the treatment. When the treatment is to be relatively 
long, and in most instances it is (the average thermal 
death time in this series was 14.8 hours at 41.5 C), the 
patient should be advised that it is not devoid of risk 
and may be exhausting and unpleasant. At the present 
time, at least in all cases in which the thermal death is 
more than fifteen hours, fever therapy should not be 
attempted until all other therapeutic measures have been 
tried and found to be unsatisfactory. This statement is 
prompted by the fact that one of our patients suffering 
from an acute anterior urethritis died after a twenty- 
four hour fever treatment. 


CONCLUSIONS 

1. The results obtained in sixty-four male patients 
treated by artificially induced fever for gonococcic 
urethritis and its complications indicate that it is a valu- 
able therapeutic procedure. 

2. Cures resulted in seven of the thirty-four cases of 
gonococcic infections in which either a single session 
of fever or repeated sessions at 41.5 C. shorter than 
the thermal death time were given. They were usually 
of five hours’ duration. 

3. In thirty-one cases of gonococcic infection in 
which the patients received treatment equivalent to or 
greater than the thermal death twenty-five, or 81 per 
cent, were cured by a single session of fever at 41.5 C. 

4. This type of fever therapy is a procedure requir- 
ig trained personnel and is suitable for use only in a 
hospital. It is not devoid of risk, as is indicated by the 
occurrence of one death in 283 cases of gonococcic 
infections treated during the past six years. 

5. Fever therapy is indicated in persistent and com- 
plicated cases of gonococcic urethritis in which other 
types of treatment have failed. 

277 Alexander Street. 


ABSTRACT OF DISCUSSION 


ON PAPERS OF DR. VONDERLEHR AND LIDA J. USILTON, 
DR. CARPENTER, AND DRS. WARREN, SCOTT 
AND CARPENTER 


Dr. WILLIAM BrerMAN, New York: That artificially induced 
fever is a valuable therapeutic procedure for the treatment of 
gonorrheal urethritis and its complications in male patients is 
undebatable. That the in vitro thermal death time of a par- 
ticular strain of the gonococcus isolated from a given patient 
bears an exact parallelism with the thermolethal influence of 
a submission of the living human host to a fever of the same 
height and duration is debatable. 1. It has been the experience 
of Drs. Warren, Scott and Carpenter and of others that the 
gonococci have disappeared after an inadequate treatment, as 
judged by the thermal death time in vitro, or after the fever 
therapy when subjected to chemical applications. 2. When the 
gonococci survive an initial heating, they disappear following 
subsequent treatments of no greater duration and temperature. 
This common clinical experience is in sharp contrast to the 
statement that “a comparison of the thermal death time of 
strains of the gonococcus before and after inadequate fever 
therapy has shown that the strains recovered after exposure to 
such a fever may become more heat resistant.” 3. The per- 
centage of favorable results reported by those giving shorter 
fever treatments is about as good as that reported in this series. 
4. The changes in the blood, such as the marked leukocytosis 
with a shift in the Schilling scale to the left, the increased 
phagocytic activity, and the changes in the immunology, may 
well be additional defense factors. 5. When the rectal tempera- 
ture has reached a level of about 106 F. the temperature of 
the pendulous urethra in the male may vary from 0.3 degree F. 
higher to 2 degrees F. lower than the rectal temperature, as 
I have found by clinical thermometers inserted into the urethra 
to a distance of about 1 inch from the meatus. 6. The authors 
do report failures when the human host was subjected to a 
temperature sufficiently high and sufficiently long on the basis 
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of previous in vitro studies. That 19 per cent of such failures 
was “due possibly to the fact that each of these patients was 
infected with two or more strains of the gonococci” may he 
incorrect if the previously made assertion that “a comparison 
of the thermal death time of strains of the gonococcus isolated 
before and after fever therapy has shown that the strains 
recovered after exposure to such a fever may become more 
heat resistant” is correct. 7. Resistance to heat may conceivably 
parallel resistance to the other factors exerting a lethal influence 
on the organism. A micro-organism when in the spore stage, 
for example, may resist a greater amount of heat as well as a 
stronger chemical agent. 

Dr. Henry B. Gwynn, Washington, D. C.: The value of 
any therapeutic procedure is largely dependent on its practica- 
bility. There are few institutions in which it is possible to 
determine the thermal death time of the strain of gonococcuys 
with which each individual patient is infected. Other groups 
have modified this technic. At the Mayo Clinic one treatment 
of ten hours of fever between 106.6 and 107 F. is given as a 
routine and about 90 per cent of the cases are reported bac- 
teriologically and clinically cured. Those not cured in one 
treatment are given additional treatments. Even this technic 
means that the patient spends about thirteen hours in the fever 
therapy department. This necessitates two shifts of personnel, 
My associates and I have adopted a method that has given 
satisfactory results, has insured as far as possible the safety 
of the patient, and also fits into the routine of the average 
hospital. We give a trial treatment of two hours of fever of 
105 F., which conditions the patient’s skin and cardiovascular 
system and also serves to allay any fear he may have. Then 
each patient, barring complications, is given six hour treatments 
of from 106.6 to 107 F. at twenty-four hour intervals. Most 
of our patients are both clinically and bacteriologically free 
from gonococci at the conclusion of the first or second regular 
treatment. Those cases which are stubborn can often be speeded 
up by the instillation of 10 per cent solution of mild protein 
silver at the height of the treatment. This method of treatment 
not only utilizes the bactericidal action of the fever but also 
permits the natural immune bodies of the individual to assist 
in the procedure. We have had patients with chronic gonor- 
rheal infection who for one reason or another discontinued 
treatment while still showing both clinical and_bacteriologic 
signs of infection nevertheless completely clear up in a few 
days without additional treatment of any kind. This would 
seem to indicate that either natural immune bodies are mobilized 
by the fever or else the organisms, weakened by the fever, are 
an easier prey for antibodies. Dr. Antoine Schneider and I are 
at present studying the effect of hyperpyrexia on individuals 
who have been on a restricted protein diet. We believe that 
certain individuals who have been on this regimen may develop 
a peripheral neuritis resembling that of avitaminosis because 
their inadequate protein reserve has been drawn on by the 
increased metabolism caused by hyperpyrexia. It would seem 
advisable to increase the protein intake of such patients and 
also to supplement this with a preparation containing vitamin B.. 


Dr. Ratpu H. Jenxrns, New Haven, Conn.: Dr. Deming, 
Dr. van Wagenen and I have been working for the past four 
years on the effects of estrogen on the urogenital tract of a 
male monkey and on gonococcic urethritis in man. The imyjec 
tion of 9,000 international units of theelin, the estrogenic 
hormone, into a male monkey, weighing 2,450 Gm., resulted 
in an epithelial hyperplasia and metaplasia in specific parts of 
the urogenital tract. The one or two cell, deep cuboidal epi- 
thelium of the verumontanum, and the epithelium of the mem 
branous and penile urethra became stratified in type and from 
fifteen to twenty-five cells in depth. Cornification of the supe 
ficial layers gave it the appearance of vaginal epithelium. We 
attempted to treat a series of cases of acute anterior gonococcic 
urethritis in man with this substance. We found the dosage 
to be tlie large part of the problem. In a series of more than 
thirty cases of acute anterior gonococcic urethritis im ma" 
treated with theelin, doses ranging from 2,000 to 200,000 inter 
national units gave no conclusive evidence of definite cure; ” 
not one of these patients developed any evidence of — 
involvement during the course of treatment. This may 
significant. No local irritation resulted from the administratio® 
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of the theelin, nor were there any unfavorable general symptoms 
noted. During the past year we treated two boys with this 
infection. The response was so encouraging that I shall report 
these cases. One boy, aged 5, received 2,000 international units 
of theelin intramuscularly every other day until 30,000 units 
had been administered. Symptoms progressively improved after 
two weeks. There was no evidence of the disease after seven 
weeks. Another boy, aged 6, received 10,000 international units 
of theelin intramuscularly daily until 90,000 units had been 
administered. Symptoms progressively improved after nine 
days. There was no evidence of the disease after three weeks. 


Dr. Emity DunninG Barrincer, New York: In the com- 
pilation of the nine laboratories that are making this compara- 
tive study of the complement fixation, Dr. Archibald McNeil 
is not included, the man in America who has done more for 
the complement fixation than any other one man. The research 
group at the Kingston Avenue Hospital, which has been faith- 
fully working on this problem for seventeen years, is not in 
that group either. I should like to ask Dr. Carpenter what his 
proof of cure of the female cases he treats with fever therapy 
is. In my experience the finding of the gonococcus in women 
varies with the stage of the infection. In the acute and sub- 
acute stages it is found relatively easily by spread and culture. 
In the chronic stage, however, the finding of the gonococcus 
by these methods drops so that only from 10 to 15 per cent of 
cases can be so diagnosed. It is in this chronic stage of gonor- 
rhea of the adult female that we are pressed hardest for diag- 
nosis, and it is in this group that the complement fixation test 
is of the greatest value. I agree with Price of London that 
this test is essential as a test of cure. Price warns about a 
misinterpretation of a negative result in the male and urges 
that this always be checked by culture and spread. There are 
cases in the male, for instance, of infection of the seminal 
vesicles or prostate when by massage a closed infection has 
been changed into an open one. With this drainage established, 
the antibodies do not form. On the contrary, in women it is 
in this chronic stage, with closed drainage or latent foci that 
cannot be reached as in the male, that a large number of 
positive reactions are obtained. The reliability of the comple- 
ment fixation test is a moot point in America, mainly because 
of its alleged false positives. There are a number of reasons 
for this. Some of them are as follows: 1. Confusion in the 
readings. Some workers rate their readings of the test higher 
than others, and their three plus or four plus may only rate 
a plus-minus reading with Price, McNeil, Thomson and Ham- 
man. 2. Faulty antigen or faulty technic, as the reading of 
the test too quickly. 3. Insufficient appraisal of clinical symp- 
toms. 4. The possible cross fixation with antibodies of other 
gram-negative cocci, as Micrococcus catarrhalis or the meningo- 
coccus, Micrococcus flavus, particularly type 2. The possibility 
of this occurrence is relatively rare. Price quotes that in a 
series of 7,000 cases there were only two possible cases in which 
Micrococcus catarrhalis could not be excluded. I should like to 
ask Dr. Carpenter whether he knows of any other more reliable 
test to take its place and whether he thinks one has a right 
to consider a case of gonorrhea in a woman cured when the 
only laboratory tests used are those in which in advance one 
could expect to get positive results in only 10 to 15 per cent of 
cases, 


Dr. Wittiam P. Hersst, Washington, D. C.: I know of 
two instances in which serious neurologic disturbances followed 
the hyperthermic treatment, one resulting in a condition. which 
was diagnosed as a poliomyelitis. I have a suspicion that it 
Was not poliomyelitis. The patient’s lower extremities, the 
bowel and the rectum were paralyzed. In another case weak- 
Ness occurred first in the lower extremities about three days 
after the completion of a series of five or six hypertherinic 
treatments. The treatments were given at Gallinger Municipal 
Hospital, where there is a Kettering cabinet, under the direc- 
tion of Dr. Gwynn. The symptoms progressed steadily over 
“4 period of five days until the upper extremities were involved, 
‘Récessitating rather attentive nursing care. The patient has 
gradually improved, and the improvement, I think, was in part 
Cue to the administration of vitamin B:, along with physical 
therapy. As laboratory procedures, such as serum fixation 
tests, are undependable in the majority of laboratories, it seems 
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to me that it will have to be thrown out of consideration as 
a diagnostic procedure in gonorrhea. That leaves the cultural 
method and the stain method. The cultural method also depends 
on the laboratory which is performing it, and I do not believe 
that the majority of laboratory culture reports can be relied 
on. The detail of the making of the culture is important. The 
penis in the male is not prepared in any way when the culture 
is made. The patient himself has to hold the glans to keep 
the prostatic secretion which is expressed and washes down 
through the urethra from coming out until the test tube con- 
taining the ‘medium is put at the meatus and the material 
allowed to run down in the tube. The medium must be at 
body temperature. It is then put in the incubator and corked 
with a solid cork, not a cotton cork. That is another impor- 
tant detail brought out with the carbon dioxide method described 
by Dr. Scott. 


Dr. CHARLES M. CARPENTER, Rochester, N. Y.: In response 
to Dr. Barringer’s questions, may I say that in our experience 
we have found the cultural method to be far superior to the 
complement fixation test for diagnosing gonococcic infection 
and for determining when the patient is cured; second, 
Dr. Archibald McNeil was invited to join our cooperative 
study but found it impossible to carry on. this work. In the 
third place, the serologist whom Dr. Barringer has employed 
for carrying on her complement fixation studies is testing the 
blood samples submitted to seven other laboratories. 


Dr. S. L. WarrEN, Rochester, N. Y.: Because one patient 
with a gonococcic infection may be cured by one hour of fever 
at a low level, whereas another patient may fail to be cured by. 
twenty-seven hours of fever at 41.5 C., it is evident that these 
extreme variations make any analysis of the situation very 
difficult. For this reason we have tried to be conservative in 
our analysis of the data obtained from patients. There is no 
doubt that the variation in the patient’s own resistance to the 
disease plays a considerable part in his recovery or failure to 
recover from the disease. The application of the thermal death 
time principle has suggested the proper biologic explanation of 
these variations in the amount of fever required to cure the 
patient. A fever with a duration of only 20 per cent of the 
thermal death time will often cure a patient who is in good 
physical condition, especially patients with acute infections. On 
the other hand, a fever as long as 80 per cent of the thermal 
death time has failed to cure some patients although the clinical 
symptoms have subsided to a great extent. There seems to be 
no correlation between the chronicity of the infection and the 
length of the thermal death time to justify the postulate that 
the organism which is most resistant to chemical agents would 
necessarily be resistant to fever. With regard to Dr. Bierman’s 
criticism, in our treatment the thermocouple measurements 
during fever (with the patient in the radiant energy cabinet 
and with loin cloths in place) show that the urethra is within 
0.2 degree C. of the rectal temperature. The use of the cul- 
tural method as improved by Dr. Carpenter has now enabled 
us to fulfil criteria for cure in a far more accurate manner. 
On the other hand, as Dr. Barringer points out, these criteria 
may fail in the female when the tubal structures have been 
sealed off. In our experience, when there are no gonococci 
present in the cervix, urethra and vestibular and urethral glands 
after fever treatment, we have been unable to find any clinical 
or laboratory data to suggest that the patient still harbors 
gonococci in the genital tract. The best test of cure is the 
biologic one of the reassumption of marital relations or the 
marriage of the patient with resultant childbearing without 
complications. That has happened in seven of our series of 
100 cases, both male and female, and in five of the males alone. 
I would like to emphasize Dr. Scott’s statement that fever 
therapy is essentially a complicated hospital procedure requir- 
ing trained personnel (both physicians and nurses). We believe 
that it should be carried out only in those cases which have 
failed to respond to other methods. In our hands the technical 
cost of the procedure as outlined is about $40 per treatment. 
Although repeated short fever treatments are often successful, 
we feel that it is more economical and less strain on the patient 
to attempt to cure him by means of one treatment, the length 
of which is determined by the test of the organism; i. e., the 
thermal death time. 
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POSTOPERATIVE CARE IN SURGERY 
OF THE BILE TRACT 


R. L. PAYNE, M.D. 


NORFOLK, VA. 


The conclusions reached in this paper are based on 
personal experience and a study of 750 consecutive 
operations on the bile tract. In the past twenty-five 
years there have been notable advances in the diag- 
nostic approach to, and the technical handling of, opera- 
tions on the bile tract. On the other hand, postoperative 
care has been most tardy in its development. In fact, 
methods of handling patients after operations on the 
gallbladder and common duct have shown practically 
no changes. Little progress has been made, and most of 
the methods used even at this time are highly empirical 
and differ according to each surgeon’s experience. 

When a gallbladder has been removed or the common 
duct opened, the immediate consideration is the care of 
the patient during the first forty-eight hours. Sedation 
with opiates hypodermically or with chloral and bro- 
mides by rectum is necessary, but these methods ot 
employing drugs must be left to the experience and 
the dictates of good judgment, which should always be 
governed by the requisites of the individual patient. 
Vomiting in this forty-eight hour period should be 
especially guarded against, lest retching displace an 
important ligature or the fixation and suturing around 
the drain. 

[ am quite certain that in many cases postoperative 
hemorrhage from the cystic artery and bile leakage 
from the cystic or common duct develop as a result 
of early postoperative vomiting, and it is my custom io 
employ continuous decompression of the stomach with 
a Jutte tube introduced through the nose when the first 
tendency to retching or vomiting occurs. While the 
hypodermic administration of opiates and the adminis- 
tration by rectum of chloral and bromides combined are 
very helpful in allaying gastric and duodenal reversion, 
yet continuous decompression of the stomach by the 
indwelling nasal tube, in my opinion, is more valuable 
than all other measures. 

Of equal importance are the maintenance of fluid 
balance and the support of the glycogenic function of 
the liver with dextrose. It is my custom to administer 
1,000 cc. of 10 per cent dextrose intravenously imme- 
diately after every operation on the bile tract, and this 
procedure is usually repeated eight hours later on the 
first postoperative day, twice on the second postopera- 
tive day and once on the third and the fourth post- 
operative day. In addition, if the patient is toxic and 
dehydrated, an additional 1,000 cc. of saline solution is 
given, making a total of 3,000 cc. of fluid given intra- 
venously in twenty-four hours, until the patient is able 
to take fluids freely by mouth. If the intravenous route 
is impossible to utilize for various reasons, a fluid bal- 
ance is then supplied by subcutaneous administration, 
and dextrose is added in the strength of 2.5 per cent. 
If necessary to supply a sufficient fluid balance, it is 
my custom to employ the large bowel by giving 500 cc. 
of warm tap water slowly every four to six hours 
until the colon becomes irritable and has a tendency to 
reject the water. Contrary to the custom of many 
surgeons, I allow my patients to have ice and water by 
mouth from the beginning of the postoperative conva- 
lescence, provided they. show no tendency to vomit. 


_ Read before the Section on Surgery, General and Abdominal, at the 
Eighty-Eighth Annual Session of the American Medical Association, 
Atlantic City, N.'J., June 10, 1937. 
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Immediately after operations on the bile tract, and 
for several days thereafter, the possibility of post- 
operative pulmonary collapse must be borne in mind 
and, when present, dealt with according to the recog- 
nized measures acceptable for this complication. 

In the first two or three days after my operation on 
the bile tract, I have learned to recognize the possi- 
bility and danger of acute toxic liver incompetence 
which may result fatally. This condition is character- 
ized by an unexplained, very high fever and a state of 
depression accompanied by respiratory and circulatory 
weakness and is often associated with marked mental 
apathy and even coma. If the common bile duct has 
not been drained, one must fall back on determinations 
of the xanthoprotein, indican and cholesterol esters in 
the blood. Becher! has clearly demonstrated that in 
severe liver damage, and particularly in hepatic coma, 
the xanthoprotein of the blood is high and the indican * 
low. The chemistry of the blood differs in uremia, in 
which the xanthoprotein is high and the indican high, 
The normal level of xanthoprotein in the blood is from 
15 to 25 mg. per hundred cubic centimeters by color- 
imeter measurement, and the normal level of indican 
varies from 0.04 to 0.32 mg. I have recently observed 
a case of acute yellow atrophy of the liver in which the 
xanthoprotein was 148 mg. and the indican 0.004 mg. 
Epstein * has convincingly summarized and _ recorded 
his personal experience showing that in liver damage 
there is a marked lowering of the normal ratio between 
the cholesterol esters and the total cholesterol in the 
blood. In parenchymatous degeneration of the liver 
he has shown that the cholesterol esters are markedly 
lower and, further, that a progressive rise in the cho- 
lesterol esters is definitely significant of a favorable 
prognosis. Preferably, determinations of the xantho- 
protein, indican and cholesterol esters in the blood 
should be done before operations are undertaken on the 
bile tract, and daily checks of these constituents should 
be carried out postoperatively. Without these determi- 
nations one unfortunately has nothing but the clinical 
symptoms to depend on for recognition of this toxic 
liver failure, and so far the only therapeutic remedy 1s 
dextrose and saline solution administered intravenously. 
If dextrose and saline solution are regularly adminis- 
tered in the beginning, as outlined, it is possible that the 
disaster: of acute toxic liver failure will be prevented. 
According to Ravdin* there is an excess of fat in the 
liver in parenchymatous disease. When there is an 
excess of fat in the liver, it is a question whether 
dextrose is the remedy for liver failure associated with 
a low glycogen content and a high fat content of the 
liver. There must be some way first to learn that there 
is an excess of fat and second to mobilize it. This 1s 
not known at present. Protein is probably the remedy, 
but determinations of blood proteins should be done 
first by the method of Moore and Van Slyke. If the 
values are low, transfusion and the administration of 
less dextrose have given favorable results in a few 
of my cases. If the common bile duct has been drained, 
one is at once supplied with hepatic bile from whic 
certain evidence may be obtained that in many instances 
will foretell impending liver incompetence, and thereby 
one has a guide in treatment and prognosis. This phas¢ 
of the problem will be dealt with later in this paper 
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POSTOPERATIVE HEMORRHAGE 

Bleeding from the cystic artery, from large radicles 
in the gallbladder fossa or from injury to the hepatic 
artery or vein can be dealt with only by the usual sur- 
gical principles. However, jaundiced patients and those 
with severe liver damage resulting from acute infection 
and toxemia often show a tendency to continuous and 
prolonged postoperative bleeding which frequently ends 
fatally. \ccording to my experience any forecast con- 
cerning this serious complication cannot be based on 
a preoperative determination of the coagulation and 
bleeding time of the blood. One of the most suggestive 
suides that one may follow is a very slow sedimen- 
tation rate of the blood, as suggested by Naegeli.’ For 
proper clotting of blood it is essential for fibrinogen to 
be present in sufficient quantity to unite with thrombin. 
It is generally believed that in liver damage there is a 
decrease in the fibrinogen content of the blood and 
that consequently there is a marked slowing in the sedi- 
mentation rate unless acute infection is present. Proper 
consideration must be given the factor of anemia in 
determining the sedimentation rate. 

It has been claimed repeatedly that an eXcess of bile 
salts in the blood prevents coagulation by interfering 
with the formation of fibrin through the combination 
of thrombin and fibrinogen. Von Falkenhausen and 
Sauer’ stated that coagulability of the blood is not 
influenced by the presence of bile or bile salts in the 
blood stream. They claimed that severe liver damage 
associated with jaundice results in slowing the coagu- 
lation irom an increase in antithrombin. Blood trans- 
fusion is the only specific treatment that I know for 
postoperative hemorrhage associated with icterus and 
liver damage. If slowing of the coagulability of the 
blood in this type of hemorrhage is due to an increase 
in antithrombin or anticomplement, as stated by von 
Falkenhausen and Sauer, then one may logically con- 
dude that thrombin is the essential agent supplied by 
transfusion. In addition to thrombin, however, fibrino- 
gen is supplied by blood transfusion, and thus the 
remedy has a dual capacity of counteracting the increase 
in antithrombin and the decrease in fibrinogen which 
are believed to exist in the blood after severe liver 
damage associated with icterus. Suffice it to say that 
blood transfusion should be repeated daily or twice 
daily until a favorable response is established. Many 
surgeons believe in treating this condition by repeated 
small transfusions, and in some cases I have known as 
many as fourteen large transfusions to be given over 
a period of seven days with favorable results. 


DRAINAGE 

After cholecystostomy or cholecystectomy many sur- 
geons, of whom I am one, still believe in putting some 
type of drain down to Morrison’s pouch or into the 
foramen of Winslow. The question is commonly asked 
When should this drain be removed? The majority of 
my surgeon acquaintances believe in leaving it until 
the seventh day, their argument being that a fistulous 
tract is not established in a shorter period. I usually 
remove the soft drain by the fourth day, and if there 
Sa tendency to nausea and vomiting I often lift it 
about 1 inch’ (2.5 cm.) at the end of the first twenty- 
our hours. In my opinion the only danger that can 
atise trom removing it on the fourth day depends on 
the common tendency of most surgeons to close ihe 
layers of the abdominal wall too tightly around it at 





§ 5. Naegeli, Otto: Blutkrankheiten und Blutdiagnostik, Berlin, Julius 
Pringer, 1931. 


6. Von Falkenhausen, M., and Sauer, W.: Ztschr. f. d. ges. exper. 
Med. 57: 398 (Sept. 15) 1927. 


the time of operation. This drain merely provides a 
lead or outlet, and if the opening through the abdom- 
inal wall is not too snug, serum, blood or even bile will 
find its way to the surface without difficulty. Further- 
more, a drain left in for a week or ten days often 
provides for a slowly healing fistulous tract, which 
does not occur if the drain is removed around the 
fourth day. When to remove a drain from the. gall- 
bladder must depend largely on the pathologic changes 
observed tn’ the viscus at the time of operation, the con- 
dition of the patient and the judgment of the surgeon 
based on a rather large clinical experience. I regret to 
say that I cannot lay down any rule for removing a 
cholecystostomy drain, for I have not done a chole- 
cystostomy during the past twenty years. 


DRAINAGE OF THE COMMON DUCT 

Drainage of the common duct is indicated for the 
following conditions: (1) inflammatory, infectious 
process of ducts, acute or chronic; (2) obstruction 
from stone or stricture, making necessary decom- 
pression of the liver; (3) conditions demanding physio- 
logic rest to the ampulla and the sphincter of Oddi; 
(4) pancreatitis; (5) malignant obstruction. It is with 
these conditions that the question arises When should 
the drainage tube be removed from the common duct ? 


TaBLeE 1.—Criteria for Removing Common Duct Drain 








(a) Chemical study of bile 
(b) Mieroseopie study of bile 
(ec) Patulence of sphincter of Oddi 





TABLE 2.—Diagnosis of Cholangcitis 








Hepatic bile: Bile salts level decreased 
Calcium level decreased 
Cholesterol level increased 
Chlorides level increased 
Liver damage, severe: Cholesterol esters decreased 
Xanthoprotein increased 
Indican decreased 





It is in this problem particularly that so little intelligent 
progress has been made, and it is surprising to note 
how dogmatism and empiricism prevail in the customs 
of so many surgeons of wide experience in surgery of 
the bile tract. For instance, one active surgeon in New 
York expressed the opinion that when the catgut suture 
which anchors the tube to the common duct is absorbed 
the tube is ready to be removed. Another New York 
surgeon expressed the opinion that when the bile has 
been macroscopically clear for from three to five days 
the tube should be removed. A very active western 
surgeon stated that he leaves the tube in one month if 
no infection is present and from two to six months 
if infection is present. An active Boston surgeon stated 
that he leaves the tube in twelve days in the absence of 
infection and thirty days in the presence of infection. 
Another Boston surgeon who has done a tremendous 
number of operations on the bile tract said that he 
takes the tube out of the common duct in nine days 
provided there is no infection and on the twenty-first 
day if infection is present. A most prominent and well 
known southern surgeon stated that he removes .he 
tube in all his cases on the tenth day whether infection 
is or is not present. This surgeon believes that tubes in 
the common duct conduce to stricture. 

I have never observed stricture of the common duct 
from this cause and have left tubes in the common 
duct from six to fifteen months. My experience leads 
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me to believe that there are three points to consider 
in maintaining or terminating drainage of the com- 
mon duct: (1) the liver factor—function normal or 
depressed; (2) the duct factor—inflammatory cholan- 
geitis; (3) the sphincter factor—sphincter spastic, 
inflammatory or obstructed. When inflammation, stric- 
ture, stone or new growth produces obstruction of the 
ducts, the intraductal pressure usually rises, and when 
it exceeds the hepatic secretory pressure, liver dys- 
function, incompetence and often degenerative changes 
result. It is therefore evident that a common duct 
drain must be utilized for the purpose of decompressing 


TABLE 3.—Course in Case 1 








Operation: 2/11/35, common duct stones, two; jaundice 


Chlorides, 
Date Mg. per 100 Ce. Bile Salts 
BIRR ISS sss dick van cXds eked eeae eee Rae eee 675 Positive 
CT) | | Le Pee aeRO mane es cg 22m 780 Positive 
TT a ee re ee een ce ero es See 640 Positive 
DMI sos ib isda cupemewsce Sheba eae 650 Positive 
PRs a4 panos canon tiene eesed wane cues ee 540 Positive 
La Site te cinata tak aaeeene 490 Positive 


3/17/35, T-tube removed 





the liver and draining the inflamed ducts until they 
return to normal. It should be further maintained until 
obstruction at the sphincter of Oddi is overcome in 
order that the hepatic bile may empty freely into the 
duodenum. The criteria for removing a common duct 
drain must depend largely on three features: (a) chem- 
ical study of bile; (b) microscopic study of bile; (c) 
patulence of the sphincter of Oddi. 

Research by Ravdin, Riegel, Johnston and Morrison * 
demonstrated certain facts relative to liver function 
that can be applied clinically as criteria for the time of 
removing the common duct drain. These conclusions 
are as follows: In severe toxic liver damage the bile 
salts are diminished or absent in hepatic bile obtained 
through the common duct drain, and the bile chlorides, 
the levels of which normally correspond with those 
of the blood plasma, are increased. In cholangeitis the 
bile salt concentration of hepatic bile is decreased, 
the calcium level is decreased, the chloride level 
is increased and the cholesterol level is increased. 
In disease of the gallbladder and in _ obstruction 
of the common duct one finds early and marked 
changes in the hepatic bile. The most important change 
is reduction of the bile salts below normal or a total 
absence of bile salts. The next most important change 
is an increase in bile chlorides. A return to normal 
levels of bile salts and a decrease in bile chlorides to 
normal plasma levels indicate a return of normal hepatic 
activity. In obstruction due to infection (usually with 
stones), the return of bile salts and bile chlorides to 
normal levels occurs slowly and late. In malignant 
obstruction (unassociated with infection), the bile salts 
and bile chlorides return to normal levels in a reason- 
ably early period, from seven to ten days. Graham * 
has shown that dyes given to determine liver function 
are eliminated from the blood quickly in the presence 
of malignant conditions and are retained longer and 
slowly eliminated in cases of obstruction associated with 
infection. 

(a) Chemical Study of Bile—The first ounce (30 
cc.) of bile collected after institution of a drain in the 
common duct should be chemically studied to determine 





7. Ravdin, I. S.: Riegel, Cecilia; Johnston, C. G., and Morrison, 


citieekr in Biliary Tract Disease J. A. M. A. 103: 1504 (Nov. 
17) 1934. 

8. Graham, Evarts: Diseases of Gall Bladder and Ducts, Philadelphia, 
Lea & Febiger, 1928. 
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the presence or absence of bile salts, the level of bile 
chlorides, the cholesterol level and the presence of pan- 
creatic ferments. Under no circumstances should the 
tube draining the common duct be removed until the bile 
salts have returned and the bile chlorides and cholestero| 
have come down to normal levels. 

It is a common experience in cases of prolonged 
obstruction of the common duct for the first ounce 
of bile to show a total absence of bile salts and for the 
bile chlorides to measure from 700 to 800 mg. per 
hundred cubic centimeters, thus indicating severe liver 
incompetence. In some of these cases with severe liver 
damage there often follows a rise in the level of bile 
chlorides, which I have seen go as high as 1,800 mg, 
per hundred cubic centimeters, indicating that there has 
been a too sudden decompression of the liver, with a 
further impairment of function comparable to that 
commonly observed with sudden decompression of the 
kidneys by drainage of the urinary bladder in cases of 
prostatic obstruction. This condition may be somewhat 
combated by Reid’s® method of hydrostatic control 
of the bile output through the T-tube, provided the 
sphincter of Oddi is open sufficiently to shunt a smaller 
quantity of the bile into the bowel, thus cautiously 
diminishing the free egress through the T-tube. In 
some cases in which high levels of bile chlorides and 
low levels or absence of bile salts were noted, there 
occurred, with the return of liver function, a gradual 
lowering of the chlorides and a return of the bile salts. 
When the bile chlorides reach a normal level of 450 
to 550 mg. per hundred cubic centimeters and remain 
stationary, I think it is safe to remove the T-tube, 
provided the microscopic evidence of cholangeitis has 
cleared up and the sphincter is functioning normally. 
In many of my cases normal levels of bile chlorides 
and bile salts appeared within the first seven to ten 
days, whereas in a number high chloride levels were 
maintained for two and one-half or three months, In 
no instances do I remove a T-tube until normal levels 
have been reached. 


TABLE 4.—Course in Case 2 








Operation, 12/28/35; jaundice, common duct stones, biliary cirrhosis 


Chlorides, 
Date Mg. per100Cec. _ Bile Salts 
PN 53. cnc sc caesneetudes maacisteerkees 610 Positive 
CT ROAR bas eee Sera Ie Ay Pe ee 820 Positive 
RS Ore se err reer eee 759 Positive 
es incc:k caer eos ee nk ree ha VeRAT ALORS 699 Positive 
Lf A eae rns 722 Positive 
ca s's.5 oe cainislg cals Kae Re ean 717 Positive 
REE RA ere RS bree Cee 716 Positive 
ft er tere r tone 595 Positive 
ee a eres 495 Positive 








The chemistry of bile with regard to the presence of 
pancreatic ferments (lipase and protease) is important, 
as pointed out by Carter.’° If these ferments are found 
in bile, they usually indicate both obstruction at the 
sphincter of Oddi and absence of an accessory paii- 
creatic duct opening into the duodenum. As previously 
noted, the cholesterol of hepatic bile is increased, 
particularly in cholangeitis, and therefore, if one 1 
draining the common duct for cholangeitis, the nor 
cholesterol levels should be reached in the bile obtained 
through the tube before the tube is removed. Reiteration 
is again made concerning the importance of choles 
esters of the blood as they relate to liver impairment. 

(b) Microscopic Study of Bile—With regard t0 
removal of the common duct tube, a microscopic study 





9. Reid, M. R.: Ann. Surg. 78: 620 (Nov.) 1923. 
10. Carter, R. F.: Surg., Gynec. & Obst. 63:163 (Aug.) 1936. 
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of bile obtained through the tube relates principally 
to the problem of inflammation of the duct.. Owing to 
desquamation of epithelium and other processes of 
degeneration, the level of cholesterol is increased in 
cholangeitis. Microscopically, this is indicated by the 
presence of cholesterol crystals. Cholesterol crystals 
disappear, with exceptions, rapidly and in most cases 
are absent after seven days of drainage of the common 
duct. In the majority of cases one will note that 
cholesterol crystals disappear under favorable progress 
in from two to three days. There are, however, three 
elements of importance that must be considered micro- 


TaBLeE 5.—Further Course in Case 2 
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Operation, 10/23/36; obstruction of common duct, multiple fine stones, 
white bile, deep jaundice 
Nonprotein 
Nitrogen, Chlorides, 

Date Mg. per 100 Ce. Mg. per 100 Ce. Bile Salts 
10/2: 112 700 Negative 
10/2¢ eee 725 Negative 
10/30 528 Negative 
11/ 4 467 Negative 
11/ 6/3 538 Positive 





11/10/36, died; renal death 





scopically, as follows: (1) crystals of calcium bilirubin- 
ate; (2) mucus; (3) pus. 

Calcium bilirubinate varies in the drained bile, 
appearing off and on in varying amounts during the 
entire time the T-tube is in the common duct. Mucus 
in varying amounts is continuously present while the 
tube remains in situ. Pus is the most important micro- 
scopic observation, and until all evidence of clumped 
pus cells disappears it is wise to continue drainage 
with the T-tube. When the calcium bilirubinate, mucus 
and pus are excessive, it is often extremely beneficial 
to irrigate gently through the T-tube each day with 
physiologic solution of sodium chloride. I have had 
no experience with Pribram’s method of irrigating the 
common duct with ether, but in cases in which choles- 
terol crystals are excessive this measure might be 
worthy of consideration. Too little attention has been 
paid to the microscopic study of the bile in relation to 
areturn to normal of the ducts, and with other factors 
favorable I do not think a T-tube should be removed 
from the common duct until removal is microscopically 
Justified. The macroscopic appearance of drainage from 
the common duct is notoriously unreliable from both a 
microscopic and a chemical standpoint. 


(c) Patulence of the Sphincter of Oddi.—There are 
seven guides from which one may draw conclusions 
relative to the passage of bile through the sphincter 
of Oddi into the duodenum: (1) injection of saline 
solution through the tube; (2) clamping of the tube; 
(3) test for bile in the stools ; (4) food test; (5) Reid’s 
hydrostatic method; (6) estimations of the serum bili- 
tubin after the tube has been clamped for twenty-four 
hours (7) x-ray visualization. If the sphincter is open 
and functioning normally, the administration of food 
will act reflexly on the sphincter, permitting a flow of 
ile into the bowel. This is indicated by a diminished 
amount of bile outflow through the drainage tube. 
_ With an unobstructed sphincter the gentle introduc- 
tion by syringe of saline solution through the tube in 
(uantities of 20 cc. or more will cause no pain or dis- 
comfort, and, likewise, clamping of the tube in the 
absence of obstruction will shunt the bile into the bowel 
without pain or distress. If clamping of the tube can 

Maintained for twenty-four hours without distress, 
ere is still a possibility that the normal egress of bile 


BILE TRACT—PAYNE 1439 


into the duodenum is lacking. This can be definitely 
determined by estimation of the serum bilirubin before 
and after the tube has been clamped for twenty-four 
hours. An elevation of the serum bilirubin indicates 
the existence of some obstruction of the outflow of 
bile and is a delicate criterion which may be considered 
reliable as an indication of partial obstruction. Under 
no circumstances should injection of saline solution or 
clamping of the drainage tube be carried to the point 
where it produces pain or distress. Discomfort and an 
elevation of the serum bilirubin are the most important 
guides to indicate that these procedures must be stopped, 
and Reid’s method of hydrostatic pressure and dilata- 
tion of the sphincter should be substituted. 

X-ray visualization *! is the most valuable method for 
determining the patulence of the sphincter of Oddi. 
The method consists of the placing of an x-ray plate 
under the patient and the introduction of hippuran 
through the T-tube. If there is obstruction, from 8 to 
10 ce. of hippuran will cause discomfort. An x-ray 
picture made at this time will show .a block at the 
sphincter, and if there is a stone causing the obstruction 
it is readily outlined. If there is no obstruction, 20 or 
even 25 cc. of hippuran may be slowly injected without 
discomfort, and the x-ray picture will show this emp- 
tving freely into the duodenum. This is a simple and 
harmless procedure and according to my experience 
very exact in its disclosures. The method is so satis- 
factory that it invites regular employment to the exclu- 
sion of other procedures if there is any question about 
the patulence of the sphincter. 

It is important to remember that an open sphincter 
does not mean that a T-tube can be withdrawn. One 
must always remember that the chemical composition 
of-the bile as it relates to the liver function, the micro- 
scopic appearance as it relates to the ducts, and the 
patulence of the sphincter of Oddi must all three appear 
to be normal before the tube is removed. One excep- 
tion to this rule will be seen in cases of prolonged and 
well established cholangeitis. In this condition chronic 
bilirubinemia is observed, and prolonged drainage of 


TABLE 6.—Course in Case 3 








Operation, 11/30/35; jaundice, common duct stones 
Chlorides, 





Mg. per 100 Ce. Bile Salts 

780 Negative 

1,000 Negative 

1,200 Negative 

650 Positive 

660 Positive 

MOGire chavs indie pcdaddendascaddeceaan 575 Positive 


1/ 8/36, T-tube removed 





bile by a tube in the common duct beyond a reasonable 
period does not conduce to cure. If all these factors 
are satisfactory, healing of the sinus after removal of 
the drain from the common duct is very rapid and, one 
might say, almost immediate. With the factors of liver, 
duct and sphincter normal, there is rarely more than 
just a spot of bile leakage after the removal of the 
tube, and in the majority of cases the external fistula 
appears to have closed within the first twenty-four 
hours. 

If the fistula continues to drain bile or the patient 
has attacks of colic following the attempt of the fistula 
to close spontaneously, one may be certain that obstruc- 
tion is present and should then resort without further 
delay to x-ray visualization of the common duct by the 
introduction of hippuran through the fistula or through 





11. Payne, R. L.: South. M. J. 30: 512 (May) 1937. 
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a small catheter introduced as deeply as possible into 
the fistula. This will give definite information con- 
cerning obstruction either by stricture or by stone. If 
one is unable to demonstrate a stone associated with 
external biliary fistula by x-ray visualization, one then 
hopes that the obstruction may be temporary and 
always awaits an indefinite period for the fistula to 
close. If the fistula does not close, x-ray visualization 
should be repeated and further operative measures con- 
sidered according to the circumstances. If further 
operative measures must be undertaken for a persisting 
fistula, | myself favor the Dobrotworsky '? procedure 
in preference to the poor results obtained by attempting 
to anastomose the fistula into the bowel tract. 

Sometimes the failure of an external biliary fistula to 
close is due to a spasm of the sphincter of Oddi, and 
this is frequently characterized by repeated attacks of 
colic. This type of colic frequently occurs after chole- 
cystectomy and after any type of operation on the bile 
tract. It is sometimes termed “convalescent colic” and 
may be due to exaggerated tone, to hypertrophy and, 
at times, to restdual infection in the sphincter and the 
ampulla. Ivy called the condition hyperkinetic sphincter. 
Iwanago,’* on the other hand, showed rather convinc- 
ingly that after cholecystectomy there is incontinence 
of the sphincter of Oddi for from two to seven weeks, 
after which tone returns and dilatation of the common 
duct follows. 

Furthermore, Puestow '* has shown that there is no 
hile secretion in a normal fasting animal with a normal 
gallbladder but that with the giving of food there is a 
free flow of bile. He showed further that after chole- 
cystectomy in animals there is a free flow of bile in 
hoth the fasting and nonfasting states. Clinically, how- 
ever, after removal of the gallbladder or removal of 
the tube from the common duct, there occur in some 
patients repeated attacks of colic which are probably 
not due to stone. For these attacks amyl nitrite by 
inhalation and glyceryl trinitrate in one-hundredth grain 
(0.00065 Gm.) doses under the tongue are the best 
therapeutic measures. McGowan, Butsch and Walters ™, 
have demonstrated conclusively that morphine increases 
the intraductal pressure and does not give the relief 
afforded by the nitrites. Even in the presence of inter- 
mittent colic produced by stone, with block at the 
ampulla, I have seen glyceryl trinitrate give so much 
relief to one patient at the time of the colic that he was 
able to defer operative removal of the stone for eight 
months. I have repeatedly employed nitrites for the 
temporary relief of biliary colic since Dr. Walters 
first called my attention to this remedy about eighteen 
months ago. 

MALIGNANT OBSTRUCTION 

In cases of malignant obstruction associated with 
jaundice, due to new growth in or around the ampulla, 
it is frequently deemed expedient by the surgeon to do 
nothing more than institute drainage of the common 
duct with a tube. As previously stated, the danger of 
liver failure is less m cases of malignant obstruction 
than in cases in which obstruction is associated with 
infection. 

However, in cases of malignant obstruction too 
sudden decompression of the liver is possible in the 
first few days after drainage of the common duct is 





12. Dobrotworsky, V. (Leningrad), quoted by Eliot, Ellsworth, Jr.: 
Tr. Am. S. A, 54: 206, 1936. 

13. Iwanago, Hitoo: Mitta. d. med. Fak. d.. K. Kuyushu Univ., 
Fakuoka 10, 1925. 3 f 

14. Puestow, C. B.: The Discharge of Bile Into the Duodenum, Arch. 
Surg. 23: 1013 (Dec.) 1931. 
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instituted and can be determined by rising chloride 
levels and decreasing bile salts in the hepatic bile. The 
only suggested treatment, if the chlorides should rise 
to a rather high level, is to attempt an increase of the 
intraductal pressure by the hydrostatic method of Reid 
or by the partial occlusion of the drainage tube. If the 
latter course is followed, there will always be danger 
of bile leakage around the tube. When a tube is placed 
in the common duct for the relief of malignant obstruc- 
tion, it is advisable to instil frequently a little warm 
saline solution in the tube in order that the lumen may 
be kept open, because drainage by tube for this con- 
dition must be maintained indefinitely unless surgical 
restitution of the bile flow into the intestinal tract can 
be accomplished. In one of my cases of inoperable 
carcinoma of the ampulla, I left a tube in the common 
duct for fifteen months. When disintegration of the 
tube seemed imminent, I removed it and performed a 
choledochoduodenostomy after division of the common 
duct transversely above the obstruction. 


ASTHENIA 

When drainage of the common duct is accompanied 
by a considerable amount of diversion of bile there 
usually develops a type of asthenia which is due to 
functional disturbance of the patient’s digestion and 
absorption. This condition is characterized by loss of 
appetite, weakness and general loss of well being, such 
as one would expect from a disturbance of intestinal 
digestion. 

With the diversion of bile there is a loss of the elec- 
trolytic bases, consisting of calcium, sodium and chlo- 
rides, and, most important of all, a loss of bile salts, 
which are so important from the functional standpoint 
of activating the lipases and the emulsification of the 
fats. Many years ago the surgeon learned to overcome 
this difficulty, and invariably met with a favorable 
response on the part of the patient, by returning to 
the intestinal canal the important agents in the bile so 
necessary in carrying out the extrahepatic function of 
the bile. Experience has taught that at least + ounces 
(120 ce.) of the patient's bile must be returned to the 
intestinal canal each twenty-four hours. The usual 
custom is to collect the diverted bile, chill it in the ice 
box and have the patient take two ounces (60 cc.) at 
a time by mouth after mixing it with a little grapejuice. 
The patient is told that it is a specially prepared bile 
which is given for the purpose of restoring his loss 
through the drainage tube. Occasionally a_ patient 
rejects this method of administering the bile, and if 
this occurs a Jutte tube is utilized, and by this method 
larger quantities of the bile can be returned to the 
intestinal canal. This procedure of restoring the extra- 
hepatic function of the bile should be resorted to m 
every case of drainage of the common duct as long as 
there is diversion of bile. I have met with no success 
by administering the various proprietary preparations 
of bile salts. When the sphincter of Oddi is patulous 
and the microscopic and the chemical studies of t 
hepatic bile do not necessitate free and prolong 
drainage through the common duct tube, it 18 00 
practice to shunt the bile into the intestine by Reid's 
method of hydrostatic control, thus eliminating 
necessity of returning the bile to the patient by the 0 
route. 

Finally, 1 should like to emphasize the fact that 
proper preoperative study and preparation will 0 
forestall postoperative complications. 

142 West York Street. 








M.A, 
1937 
ride 
The 
rise 

the 
Reid 
"the 
nger 
aced 
Tuc- 
arm 
may 
con- 
iCal 
can 
‘able 
mon 

the 
ed a 
mon 


nied 
here 
e to 

and 
s of 
such 
tinal 


elec- 
chlo- 
salts, 
oint 
the 
some 
rable 
ig to 
le so 
n of 
inces 
) the 
istial 
e ice 
.) at 
juice. 
| bile 
Joss 
tient 
ad if 
thod 
) the 
xtra- 
to in 
ng as 
ecess 
tions 
ulous 
f . 
mg 
ood 


$' 
2eid’s 
x the 
e oral 


- that 
often 


VotumE 109 
Number 18 


ABSTRACT OF DISCUSSION 


Dre. Enowin P. LeuMan, University, Va.: I agree with 
most of what Dr. Payne has said. I use duodenal suction even 
more freely than he advocates, often beginning it immediately 
after operation, and I have been impressed with the smooth 
postoperative course that usually follows: I also drain the 
gallbladder bed in the uncomplicated case following cholecys- 
tectomy, but I remove the drain at forty-eight hours, believing 
it of value only as a protect'+n against immediate postoperative 
slipping of ligatures. I cannot too earnestly support the value 
of bile feeding for patients suffering from total loss of bile. 
Among the newer conceptions, the relationship of the nitrites 
and of morphine to common duct physiology is of outstanding 
importance. Dr. Payne has in some instances presented bio- 
chemical observations rather more definitely than they warrant. 
Without belittling the fundamental importance of the work of 
Ravdin, the necessity to delay removal of the common duct 
tube until the bile approaches a normal chemical constitution 
is not clear. Is there any evidence that, given a norma!ly 
functioning sphincter of Oddi with free discharge of micro- 
scopically normal or nearly normal bile into the duodenum, 
the liver recovers its function any less rapidly than if the bile 
is escaping through the long limb of the T tube? Demonstra- 
tion of a functioning sphincter is by far the most important 
criterion for the removal of the tube. C. S. Stone, working 
in the laboratories of the University of Virginia on liver 
glycogen and its relationship to diet in partially hepatectomized 
rats, observed that in animals fed on a high carbohydrate diet 
the liver glycogen was high, provided the animals were killed 
when the stomach was filled. If they were starved before being 
killed, however, the liver glycogen values were lower than 
any other observed in the entire study. Stone interpreted this 


phenomenon as an expression of increased insulin secretion 
stimulated by the days or weeks of high carbohydrate intake. 
When food is abruptly stopped, the excess of available insulin 
results in the rapid elimination of the liver glycogen. The 


phenomenon is presumably of the same nature as that which 
results in the so-called paradoxical hypoglycemic reaction fol- 
lowing sugar tolerance tests in the patient with low carbo- 
hydrate storage. Study of the liver glycogen in gallbladder 
patients under spinal anesthesia resulted in analogous obsetva- 
tions. In a few instances the liver glycogen in patients, all on 
a high carbohydrate intake before operation, varied directly 
with the giving or withholding of a dextrose infusion on the 
morning of operation. The concentration of liver glycogen was 
as much as ten times greater when an immediately preoperative 
dextrose infusion was given than when it was withheld. These 
observations have a certain practical application. 


Dr. Harotp L. Foss, Danville, Pa.: The general principles 
i postoperative care, as laid down by Dr. Payne, are funda- 
mental. There is not perfect unanimity regarding acute toxic 
liver incompetence. Not all authorities are agreed as to the 
entity of “liver death.” Several significant contributions sug- 
gest that many patients who, prior to death, present symptoms 
of this rather indefinite syndrome, are found at autopsy to 
Possess fatal lesions quite unrelated to the liver. Until our 
knowledge of hepatic function becomes more definite, can we 
be sure of our ground regarding postoperative liver insufficiency ? 
Becher, Hermann, Epstein and, especially in our country, 
Graham and Ravdin have made invaluable contributions in 
furthering our knowledge of these subjects. While the prac- 
ticability of the biochemical studies referred to by Dr. Payne 
and carried out postoperatively as a specific index of the 
patient's progress may possibly be questioned, from them, no 
doubt, tests of great value will be produced. By the same 
token, one might question the clinical value of chemical and 
microscopic examination of the bile as an indication of the 
appropriate time for the removal of the drains following chole- 
ochostomy. I should like to offer the thought that drainage, 
Not only in cholecystectomy but also following choledochostomy, 
may in many instances be dispensed with. In feeling my way 
m My own operating room over a period of twenty years, I 
have gtadually reduced the number of cases in which drainage 
'S established following cholecystectomy. With further per- 
“ction of technic and the acquirement of greater skill and 
*xperience, I find that with meticulous care in the control of 
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hemorrhage, in the ligation of the cystic duct and in the closure 
of the liver notch, drainage becomes less necessary. If there 
is but slight cholangeitis and the obstruction has been 
removed, I am convinced that, following the removal of 
common duct stones, operators can greatly increase the number 
in which, after removal of stones from the common duct, the 
latter may be closed by means of fine silk without drainage 
and much to the patient’s advantage. The T tube is a foreign 
body which the biliary passage strives strenuously to extrude, 
and although it has been left in for years, as is often the case 
in plastic ‘operations on the common duct, I am led to believe 
that common duct drainage occasionally does more harm than 
good. During the past year, less than one third of my patients 
had drainage following cholecystectomy and choledochostomy, 
and there has been a decided improvement in the progress these 
patients have made. 


Dr. Frank K. Boranpn, Atlanta, Ga.: Some authorities 
declare that abdominal distention is due to air swallowing and 
not to fermentation. It is difficult to believe that fermentation 
is not an important factor in the causation of the abdominal 
distention, as the condition frequently follows the taking of 
certain drinks the first few days after operation. Two drinks 
to which I have special reference are orange juice and grape 
juice. Grape juice causes gas pains but especially produces 
nausea. The nauseating qualities of grape juice in postlaparot- 
omy patients are so constant that long ago I absolutely forbade 
its use. Orange juice is a pleasant beverage with rich vitamin 
content. The administration of orange juice, however, to a 
patient within the first few days following an operation on the 
biliary tract invariably causes gaseous distention. I am abso- 
lutely opposed to the use of this fruit juice*at this time. I 
allow patients to have cold water and crushed ice within the 
first twenty-four hours of laparotomy, even though they vomit 
it. If the vomiting becomes severe and prolonged, all fluids 
by mouth are stopped and saline solution and dextrose are 
given by parenteral methods. The administration of fluid by 
retention enema, not proctoclysis, is a convenient, inexpensive 
method and in some way enables patients to void, obviating 
largely postoperative catheterization. The Levine tube is invalu- 
able. The next fluid after water which can be safely given is 
ginger ale and perhaps tea or clear broth. Emile Holman, in a 
recent issue of Surgery, calls attention to the value of fre- 
quently changing the patient’s position in bed as a means of 
getting rid of gas. Long ago I learned that it was unwise 
to give the average patient an enema too early after operation. 
Intestinal tone is apt to be so much lessened that the bowel is 
unable to expel the enema, with the result that distention and 
pain may be increased instead of decreased. Now I use a colon 
tube frequently for several days before ordering any enemas. 
Gas and fluids are usually withdrawn in this manner, and 
much relief is afforded. An enema need not be given for three 
or four days or even a week. Passage of gas may be facilitated 
by the administration of solution of posterior pituitary, pitressin 
or prostigmin. 

Dr. WILLARD Bart Lett Jr., St. Louis: It has been a great 
pleasure to hear this thoughtful presentation of Dr. Payne’s 
methods which he is using in an effort to substitute objective 
evidence for a mere routine in the postoperative care of patients 
with biliary tract disease. May I call attention to a method 
which I have been using since approximately 1930 in order to 
obtain further knowledge about such patients and accomplishing 
a certain amount of therapy in one small group of patients 
with biliary tract disease. This is the performance of a cystos- 
copy of the gallbladder through a biliary fistula maintained by 
a Pezzar catheter on those patients in whom cholecystostomy 
has been performed, either as the only contemplated operation 
on the biliary tract or as the first stage of a two stage attack 
on the extrahepatic duct systems. The cystoscopy of the gall- 
bladder through the fistula should not be done under six weeks, 
in order that the fistula may have become amply solid from 
the formation of the scar tissue. One is astonished to find how 
frequently many stones can be removed six weeks after opera- 
tion when it is thought at the time of operation that the gall- 
bladder has been completely emptied of stones. It is a most 
useful procedure. I reserve it for this particular group of 
patients and can recommend it heartily. 
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Dr. Peter B.SavcaticH, New Orleans: I was glad to hear 
Dr. Payne say that there was very little to be done about the 
disturbance of the liver function postoperatively. One must 
always be careful in doing a cholecystectomy not to insult the 
liver, and as careful as one may be, one may have either a 
known or a reflex disturbance of the liver at the time of 
operation. In all my postoperative gallbladder cases I use epi- 
nephrine. I use between 5 and 10 minims (0.3-0.6 cc.). If I 
have a bad case, I use 10 minims every three hours, or one 
of lesser gravity, from 5 to 6 minims. I cannot think of any- 
thing prettier than to watch the effect of the epinephrine. If 
one has a bad liver in a case of gallbladder operation, one will 
find as long as the liver is not functioning properly that there 
will be no reaction from epinephrine. How do I know when 
the liver is beginning to function? As long as the liver is not 
functioning, as I said, there will be no reaction. But as soon 
as the liver function is returning, the patient will have a decided 
reaction. Then I know that the liver function is returning to 
normal. If I have a bad case, I will not cut the epinephrine 
out altogether but will cut down the dose to, say, 5 minims 
(0.3 cc.) every four hours, or 6 minims every eight hours. 
And the next day, if even 5 minims causes this reaction, I 
cut out the epinephrine altogether. 

Dr. Ropert Lee Payne, Norfolk, Va.: Lest the chemical 
studies that I have shown seem complicated, I tried to cut down 
the slides to show that the principal things to study are bile 
salts and bile chlorides, and that is very simple. The Whitehorn 
test, the same test used for the determination of chlorides in 
blood plasma, and Pettenkofer’s test for bile salts are all that 
is necessary at the present time. I am thankful to all who 
spoke in the general discussion, and particularly to Drs. Foss 
and Lehman for questioning the value of these chemical studies. 
I do not know yet, in my limited experience, how valuable they 
are. They merely represent a stepping stone up from the 
empirical methods I have been following for years, and I have 
simply given what I have gotten out of them. 
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One of the most interesting and striking discoveries 
in the field of endocrinology in the last few years has 
been the fact that extended treatment with certain 
hormone preparations is followed by a resistance of 
the treated organism to these substances. This phe- 
nomenon was first described for thyroxine by Abelin ? 
in 1928 and has since been confirmed for a number of 
different principles, such as parathyroid extract, adrenal 
cortex extract and particularly the thyrotropic and 
gonadotropic principles of the anterior lobe of the 
pituitary. Collip ? explained the phenomenon of hor- 
mone resistance by his theory of antihormones. 


The antihormone theory as originally proposed was as fol- 
lows: For each hormone there may be an opposite or antag- 
onistic principle. This antagonist is present in the normal 
subject but may not be detected until it exceeds in amount the 
hormone substances with which it is balanced. The analogy 
was drawn between the hormone antihormone complex and a 
chemical “buffer” system, and in this way the antihormone 
theory was related to the principle of inverse response. The 
postulated dual hormone control of peripheral structures is 
analogous to the proved dual ne-ve control (sympathetic and 
parasympathetic). The so-called antihormone was considered 
as a true hormone in every way and not as the result of an 
antigen-antibody response. 





From the first medical department of the Allgemeine Poliklinik. 
1. Abelin, J.: Verhandl. d. Freien Verein. schweiz. Physiol., 1936, 
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At the end of his article Collip restricted his theory 
as follows: 

In view of the fact that a somewhat extensive search for 
evidence of the existence of antihormones to estrin, to para- 
thyroid hormone and to insulin has failed as yet to demonstrate 
such, it is possible that the antihormone theory should be 
applied only to trophic principles. 


Several investigators have succeeded in obtaining 
positive serologic reactions (complement fixation, pre- 
cipitins) against the gonadotropic pituitary hormone 
with the serum of prepared animals (Ehrlich,* Bach- 
man,* Eichbaum and Kindermann,’ Brandt and Gold- 
hammer ® and Twombly’). But, except for the first 
author, it has been admitted by all that the serologic 
antibody reaction was not specific against the hormone 
itself but against some traces of ill defined impurities 
of the hormone preparations used. They emphasized 
in accordance with Collip’s opinion that the serologic 
antibodies had nothing to do with the antihormones that 
protect the animal against a special hormone and can 
be transmitted with the serum of resistant animals to 
untreated and nonresistant ones. 

The problem entered into a new phase when my 
collaborators Schaechter and Kunewaelder and I ® suc- 
ceeded in producing serologic antibodies against a well 
defined and pure chemical substance, thyroxine. 

Our experiments have been carried out on rabbits. 
In these animals injections of thyroxine bring about 
a loss in body weight and a diminution of the serum 
lipase which is so constant that it can be used as a 
test for the effect of thyroxine. If rabbits are injected 
for a period of several weeks intermittently with small 
doses of thyroxine, they no longer react in this typical 
way; neither the body weight nor the serum lipase is 
diminished; they have become resistant to thyroxine. 
In this stage a positive complement fixation reaction 
with the serum of the rabbits can be obtained if thy- 
roxine is used as antigen. In unprepared rabbits this 
reaction has always been negative ; serologic antibodies 
have been produced by the prolonged treatment with 
thyroxine. Although the appearance of these serologic 
antibodies coincides with the biologic resistance of the 
animal against thyroxine, it seems that this resistance 
is not produced by the antibodies. The thyroxine 
resistance cannot be transmitted with the serum of 
resistant animals to untreated ones. 

Based on these experimental facts we carried out 
complement fixation tests with thyroxine as antigen im 
a greater number of cases of hyperthyroidism and 
found this reaction to be positive in a high percentage, 
whereas other cases not showing any signs of hyper- 
thyroidism gave this reaction only occasionally. Among 


103 cases giving a positive complement fixation reac- | 


tion with thyroxine as antigen, forty-six were cases 
of a severe or moderate hyperthyroidism. Seventeen 
cases presented higher degrees of essential arterial 
hypertension, which so frequently is associated with 
symptoms pointing toward a hyperactivity of the thy- 
roid. Permanent tachycardia, an elevated 

metabolic rate, vasomotor irritability, and an inc 

number of reticulocytes are signs to be encountered also 
in cases of essential hypertension presenting a positive 
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serologic thyroxine reaction. In three cases presenting 
a positive reaction, thyroid preparations had been taken 
for a long time, because of obesity or some slight 
symptoms of thyroid insufficiency. The other thirty- 
seven cases presenting a positive reaction included 
premortal conditions, febrile diseases and some con- 
ditions giving an extremely intensive complement 
fixation reaction with a syphilis or gonococcus antigen. 
The great majority of patients who gave a positive 
reaction for syphilis or gonorrhea failed, however, to 
give a positive complement fixation reaction with 
thyroxine. 

The thyroxine reaction was negative in 330 cases, 
including twenty-four cases of slight or moderate 
hyperthyroidism, Cured cases of hyperthyroidism gave 
negative reaction with thyroxine, in five of which the 
serum reaction had been positive before the operation, 
becoming negative after successful surgical treatment. 
It was particularly striking that in one case as early 
as sixteen days, in a second ten days and in a third 
even eight days after the operation the serum reaction 
had become negative, whereas four days after the opera- 
tion the reaction was still positive. There was no dif- 
ference whether the hyperthyroidism represented the 
typical syndrome of an exophthalmic goiter or whether 
it was a toxic goiter (toxic adenoma). Patients with 
myxedema always gave a negative reaction; pregnant 
women also gave a negative reaction. From all these 
observations in animal experiments and human path- 
ologic studies one can conclude that a positive com- 
plement fixation reaction with thyroxine is as a rule an 
indication of an abnormally high supply of the organism 
with thyroxine. 

The positive complement fixation reaction with 
thyroxine as antigen has been found not to be specific 
as far as the antigen is concerned. Without exception 
diuodotyrosine as antigen gave the same result as 
thyroxine. Also epinephrine and, in the majority of 
cases, also insulin can be used as antigens instead of 
thyroxine with the same results. 

In rare cases a positive reaction with insulin was 
obtained, whereas the reaction with thyroxine and the 
other antigens just enumerated was negative. One of 
these cases presented a severe spontaneous hypogly- 
cemia due to an insuloma of the pancreas proved later 
by operation. This case has been reported by my col- 
laborators Schur and Taubenhaus.® Two other cases of 
spontaneous hypoglycemia, free of any signs of hyper- 
thyroidism, gave a positive reaction with insulin and 
also with diiodotyrosine. It seems probable that in 
these cases the hyperinsulinism had provoked a produc- 
tion of serologic antibodies which in two of them were 
not limited to insulin in a specific manner but were 
Among quite a 
number of patients with diabetes treated with insulin 
only one gave a positive reaction to insulin and 
diiodotyrosine. Signs of hyperthyroidism in this case 
were not present. We had the opportunity of exam- 
ining also the serum of five patients with schizophrenia 
who had been treated in the psychiatric clinic of 
Professor Poetzl with insulin shocks. None of these 
sefums gave a positive reaction. 

_In a group of cases the complement fixation reac- 
lon was also tried with the synthetic substance 
‘ympatol, which differs in its chemical formula from 
‘pinephrine only in the lack of one hydroxyl group in 

cyclic ring. This reaction paralleled without excep- 
tae 
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tion the reaction obtained with-+epinephrine and the 
other enumerated antigens. Since it was evident that 
the serologic reaction with the different antigens thy- 
roxine, diiodotyrosine, epinephrine, sympatol and insulin 
must be due to a chemical substance common to all, we 
tried to find this common constituent. This constituent 
could not be any other substance than a para-oxyphenol 
ring or phenol itself. Therefore we tried to find 
whether the reaction in the thyroxine positive cases 
could be* obtained also with the constituents of 
diiodotyrosine. The results were definite. If the 
reaction with thyroxine and diiodotyrosine respectively 
was positive, it was positive too with tyrosine but 
negative with alanine. And in these cases not only 
tyrosine but also phenol gave a positive reaction. It 
was thus proved that the complement fixation reaction 
with these hormone preparations, which can be pro- 
duced experimentally by the treatment of rabbits with 
thyroxine and which is to be obtained in the majority 
of cases of hyperthyroidism, was nonspecific and 
directed against the phenol group. It was present in 
thyroxine as well as in the other hormone preparations 
and substances used in our experiments. 

In a series of experiments carried out on rabbits we 
found that a positive complement fixation reaction 
against the enumerated antigens could be artificially 
produced not only by prolonged treatment with thy- 
roxine but also by such treatment with diiodotyrosine, 
epinephrine and inconstantly with insulin. The appear- 
ance of serologic antibodies against insulin in these 
animals was not associated with a higher resistance of 
the animals against insulin, tested by their hypo- 
glycemic reaction to an insulin injection. Quite recently 
Taubenhaus succeeded in producing a positive comple- 
ment fixation reaction with phenol as antigen in rabbits 
that had been injected for a longer period with small 
doses of phenol. In some of these rabbits the com- 
plement fixation reaction with the syphilis antigen had 
become positive at the same time. It is known that 
such a reaction is not infrequently observed also in 
untreated animals. The aim of further investigations 
will be the elucidation of the nature of the serologic 
antibodies with which we are dealing. 


SUMMARY 


1. A prolonged treatment of rabbits with injections 
of thyroxine leads to a resistance of these animals 
against thyroxine and to the appearance of serologic 
antibodies detectable by the complement fixation reac- 
tion. 

2. A prolonged treatment of rabbits with diiodoty- 
rosine, epinephrine and frequently also insulin and 
phenol is followed by the appearance of serologic 
antibodies detectable by the complement fixation reac- 
tion. 

3. Most patients with hyperthyroidism give the same 
positive serum reaction, whereas in other individuals 
this reaction is negative as a rule. 

4. The complement fixation reaction is to be obtained 
in almost the same way with different antigens: 
thyroxine, diiodotyrosine, epinephrine, sympatol, insu- 
lin, tyrosine and phenol. Alanine has been found 
to give a negative reaction if used as antigen. 

5. Three patients with spontaneous hypoglycemia 
gave a positive reaction, one of them with only insulin 


as antigen. 
CONCLUSION 


1. The extensive nonspecific complement fixation 
reaction involves different hormones and other sub- 
stances containing a phenol group. 
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2. It is apparent that different degrees of endocrine 
hyperactivities such as hyperthyroidism and_ hyperin- 
sulinism as well as experimentally produced states of 
hyperhormonization in animals may give rise to the 
appearance of nonspecific serologic antibodies. 

Mariannengasse 10. 
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The criteria for the use of vaccines in the treatment 
of rheumatism are not yet clearly defined. It is hence 
necessary to examine the theoretical considerations sup- 
porting the use of vaccines. Their use demands the 
assumption that rheumatism—at least those types treated 
by vaccination—is due primarily to bacterial infection. 
Of necessity, therefore, an etiology or virus of non- 
infectious nature cannot now be considered in relation 
to vaccines. Adherents of such etiologic theories must 
thus be opposed to vaccine therapy as a rational pro- 
cedure. 

There are several possible modes of action of the bac- 
terial proteins which presumably are the primary and 
active constituents of all vaccines. The first is by stimu- 
lation of immune body formation. If the immunization 
intended by the administration of vaccines is specific in 
nature, it can be effective only if the bacteria which are 
already present in the body and are causing the disease 
are not in themselves sufficiently antigenic to produce 
clinical immunization by the development of antibodies. 
The affirmation of this argument deserves careful 
thought and is at first glance not convincing. There 
seem to be no other diseases in which, during the 
actively infectious stage, vaccines can be given with 
definitely good therapeutic effects. Furthermore, up to 
the present, when preparing vaccines for use in rheuma- 
tism one is dealing with organisms that are not uni- 
versally recognized as playing a causative role. 

It is possible that immunization might result in a 
nonspecific manner. Thus, if immunity could be pro- 
duced by a group of protein antigens it might not be 
necessary to use the specific organism causing that par- 
ticular infection. Specificity seems of probable impor- 
tance, however, when viewed in the light of longer 
experience with the immunologic specificity of such 
etiologic agents as the typhoid-paratyphoid group of 
bacteria. Specificity seems at the very least to be a 
desirable element in the further examination of the 
rationale of therapy. 

The second possible therapeutic action of vaccines in 
rheumatism is by desensitization. If desensitization is a 
logical procedure in the treatment of rheumatism, it is 
necessary first to establish the fact of true protein sen- 
sitization. At present the conception of true hyper- 
sensitiveness rests largely on arguments by analogy. 
The work of Klinge, Swift and others indicates, it is 
claimed, a parallelism between rheumatic fever, or other 
manifestations of rheumatism, and true protein allergy. 
Klinge, for example, has produced histologic changes 
in experimental animals similar to those observed in 
rheumatism in man, by means of sensitization to horse 
serum. This factual observation, however, does. not 
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mean that rheumatic fever in man is produced by horse 
serum, and caution must be exercised in implying that 
specificity is absent. Arguments for protein sensitiza- 
tion have also been based on observations of skin reac- 
tivity ; while this line of investigation may be promising, 
the facts as yet remain difficult to interpret. Much 
work, therefore, remains to be accomplished before jt 
can be said with any sense of certainty that the clinical 
manifestations of human rheumatism are truly due to 
protein sensitization. Furthermore, even if and when 
this proof is forthcoming, it will be necessary to deter- 
mine what particular protein or group of proteins shall 
be used in the desensitization of human individuals, 
This will involve particularly the choice of bacterial 
strain or strains, the method of preparation, the mode 
of administration and the preferred dosages. Claims 
are even now made for autogenous bacteria, for the 
use of filtrates, for intravenous administration and for 
other variations in technic. Arguments can be advanced 
for or against these factors, but positive and _ final 
choice of methods cannot be made now. Investigations 
must be controlled carefully by thorough knowledge of 
the pathology, immunology and natural history of the 
disease. 

In view of the fact that true rheumatism in human 
beings has not been satisfactorily reproduced in experi- 
mental animals, present investigations must be based on 
clinical observations. In many instances clinical obser- 
vations are untrustworthy, but careful attention to con- 
trol indicates that reliable conclusions are not wholly 
impossible. The thorough knowledge of the clinical 
course—both when patients are untreated and when 
they are treated by other means—and of laboratory 
tests, and a thorough understanding of the pathology 
may add considerably to the evaluation of therapeutic 
procedures. 

Pending further evidence supporting the use of vac- 
cines, it is well to examine the present status of their 
use in practice. Judging from the clinical type and 
known pathology, there are certain groups of rheuma- 
tism that would seem more likely than others to respond 
to treatment by vaccines. 


RHEUMATIC FEVER 


The clinical course of typical rheumatic fever is one 
which is usually somewhat self limited with regard to 
the recognizable active phase and in general does not 
last long enough for the close analysis of the results 
of treatment with vaccines. It seems difficult at present 
to judge fairly the effectiveness of vaccine treatment 
in a disease such as rheumatic fever, which may last 
actively perhaps only a few weeks. There are, how- 
ever, types of rheumatism which in many respects 
resemble rheumatic fever but lack its dramatic quality 
of onset and acute febrile course and which last for 
months or even years. Some observers call this clinic 
syndrome rheumatic infection and ally it closely with 
the classic rheumatic fever. In some patients of 
latter group, the course is so chronic that long continu 
therapy may be evaluated more satisfactorily. Persona 
observation leads me to believe that one characteristic 
of some patients in this group is an abnormally slow 
sedimentation rate of the blood. Similar rates are com 
monly noted in hay fever and other allergic diseases: 
This contrasts markedly with the rate usually obse 
in acute rheumatic fever. There is thus some suppott 
both from the clinical history and from a laboratofy 
test that some members of this group are truly hypet- 
sensitive. Many of these individuals will show a 
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exacerbation of symptoms following any sore throat or 
apparently minor infection. This change in symptoms 
is similar to that occurring in allergic individuals fol- 
lowing increase in their exposure to the proteins to 
which they are sensitive. It is this group, therefore, 
which seems to me to offer the most likely one for 
practical desensitization with vaccines. It is possible 
that the proper specific protein can be determined by 
means of cutaneous tests with organisms or their prod- 
ucts and that definite clinical improvement may follow 
successful desensitization. 


RHEUMATOID ARTHRITIS 


The type of rheumatism most commonly treated with 
yaccines is rheumatoid arthritis. Much has been said 
and written about clinical improvement resulting from 
vaccine therapy in this disease complex. It is possible 
that some modification of the natural history of the 
disease does occur, but review of the literature indi- 
cates in many instances a lack of control over the nec- 
essarily prolonged period which places doubt on the 
value of the clinical conclusions. Thus it is generally 
recognized that rheumatoid arthritis goes through a 
natural history which is reflected by considerable varia- 
tion in the subjective sensations of the patient. No 
definite periodicity has been observed. Nevertheless 
patients treated for periods of months or years will, 
in the vast majority of instances, develop periods of 
remission which often appear to foreshadow permanent 
improvement. This frequently occurs no matter what 
the treatment. Furthermore, satisfactory control of vac- 
cine therapy from the standpoint of laboratory tests 
and pathologic modification, to my knowledge, has not 
yet been reported. The burden of proof, therefore, as 
to the efficacy of vaccine treatment in this type of rheu- 
matism depends definitely on those who employ it as an 
established therapeutic procedure. 


OSTEO-ARTHRITIS 

There seems to be little scientific support for the use 
of vaccines in the treatment of pure osteo-arthritis when 
such exists. The infectious element, if any, appears to 
be negligible. Unless vaccines used in this disorder act 
in some nonspecific manner to stimulate the circulation 
and perhaps thus improve the subjective sensations, 
there seems little scientific basis for their continued use. 


SPECIFIC ARTHRITIDES 

In the specific joint diseases due to the pneumococcus, 
the gonococcus or other known organisms, long con- 
tinued vaccine therapy either for immunization or for 
desensitization has not been generally employed. Other 
methods of therapy in general have given more satis- 
factory results. 

CONCLUSION 

_The further evaluation of vaccine therapy in rheuma- 
lism depends largely on clinical proof, based on the 
choice of which patients may be most likely to respond 
o treatment, on the preferred method or methods of 
administration and on valid criteria for controlling the 
results. Until these points are carefully considered, the 
use of vaccines in rheumatism, broadly considered, rests 
pure empiricism. It is justifiable to employ them in 
selected cases under close observation with the object 
ot obtaining more precise information. Their routine 
lst, however, with any implication of certain cure 
‘annot be too strongly deprecated. 

385 North Dearborn Street. 


CORRELATION OF THE POSITIVE REAC- 
TION TO TUBERCULIN AND THE 
SHAPE OF THE CHEST 
S. A. WEISMAN, M.D. 


MINNEAPOLIS 


In a study previously made on the shape of the 
normal and of the tuberculous chest, it was found that 
the average normal chest was flat and wide and that 
the average tuberculous chest was deep and narrow.’ 
It was also shown that the deep chest was an under- 
developed, primitive type of chest, resembling an 
infant’s chest in shape. Later studies on the shape of 
the chest and on environment? showed that children 
from the poorer socio-economic environments had on 
the average a deeper chest, weighed less and were 
shorter than the children from the higher socio- 
economic levels.* An investigation recently made on 
the incidence of tuberculosis in the various school dis- 
tricts in Minneapolis * revealed that there is a very 
high incidence of tuberculosis among the children from 
the slums, where the deep chest prevails. Ten times 
as many cases of tuberculosis were reported from a 
school district which is perhaps the poorest in the city 
as were reported from the best school district. 
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Since the tuberculous chest is deep and narrow and 
since there is such a high incidence of tuberculosis 
among the children from the poorer districts, where 
the deep chest predominates, one should perhaps expect 
to find a higher incidence of the early manifestations of 
a tuberculous infection in apparently normal deep- 
chested children than in children with wide, flat chests. 
It is the purpose of this report to present such a study. 

During the spring of 1936 the parochial school chil- 
dren of the city of Minneapolis were given the Mantoux 
cutaneous test by Drs. J. A. Meyers and N. M. Levine 
and members of the Minneapolis health department. I 
measured the chest diameters of 2,723 of these children 
and determined their thoracic indexes. (The thoracic 
index is the ratio of the depth of the chest to the 
width at the nipple line.) 

Some time later Dr. Harrington of the Minneapolis 
health department sent me a list of the children that 
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gave a positive tuberculin reaction. 
indexes of the positive and negative reactors were then 
compared. 


show a reaction. 


the mean ratio was calculated for statistical differences. 
The mean ratio was over 3 in each group, a fact of 
definite significance. 


A positive reaction to tuberculin does not necessarily 
It does mean, how- 


mean existing active tuberculosis. 
ever, that tubercule bacilli have gained entrance into 
the body, that there has been or is now an active form 
of tuberculous infection in the body. 

Harrington, Meyers and Levine,* in their recent 
report on “Significance of the Tuberculin Test,” stated: 

The tuberculin test is extremely valuable in determining who 
in a family or in a community has foci of tubercule bacilli in 


the body. <A positive reaction is diagnostic of the first infection 


type (primary complex) somewhere in the body. This type 
rarely causes significant illness but is always the forerunner of 
reinfection, destructive forms of disease, both acute and chronic, 
when this type develops. The tuberculin test, therefore, serves 
as a screen to select those who have been infected through 
direct or indirect exposure and who should be carefully 
examined and kept under close observation thereafter for the 
development of clinical disease. 


Tas_e 1.—Thoracic Index of Positive and Negative Reactors: 
Comparison of Means 


CHEST—WEISMAN 


The _ thoracic 


It is evident from a study of the accom- 
panying graph and tables 1 and 2 that the children who 
reacted positively to the Mantoux cutaneous test had 
on the average a definitely deeper type of chest or a 
higher thoracic index than the children who did not 
After the ratio between the means 
of the positive and the negative reactors was determined, 











Boys 
Negative Positive 
A — » = 
Age, No.of M.+S.E. No.of M.+S.E. Diff. + S.E. 
Yr. Cases m. Cases m. diff. Ratio 
6 52 708.13-+ 5.78 
7 135 713.67 + 3.24 7 693.29 + 11.27 20.38 + 11.73 1.74 
8 148 70043+ 3.69 11 7249141292 154841344 1.15 
9 157 709.05 + 3.37 26 713.12 + 8.55 4.07 + 9.03 0.45 
10 169 704.224 3.43 25 729.804 8.99 25.58+ 9.62 2.66 
11 171 695.30+ 3.1 29 700.38+ 8.56 1408+ 9.10 1.55 
12 157 691.05 3.41 26 686.58 6.58 447+ 7.41 0.60 
13 153 692.78 3.41 19 711.1641047 18.38411.01 1.67 
14 75 688.32 + 5.01 19 710.53 + 10.7 22.21 + 11.81 1.88 
15 10 711.50 + 24.92 5 713.80 + 29.79 2.30 + 38.84 0.06 
Over15 5 678.60 + 11.67 


Mean Ratio = 3.842 
In the tables S.E.m. indicates standard error of the mean. 





TasLeE 2.—Thoracic Index of Positive and Negative Reactors: 
Comparison of Means 














Girls 
Negative Positive 
_— A cae Yee “a 
Age, No. of M. + S.E. No.of M.+S.E. Diff. + S.E. 

Yr. Cases m. Cases m. diff. Ratio 
7 127 703.39 + 3.46 19 724.95 + 7.66 21.56 + 8.41 2.56 
8 154 699.68 + 3.34 14 712.36 + 9.21 12.68 + 9.64 1.32 
9 196 698.59 + 3.09 15 699.20 + 11.22 0.61 + 11.64 0.05 

10 176 696.07 + 3.03 20 700.65 + 14.84 4.58 + 15.15 0.30 

1l 162 692.23 + 3.52 23 707.04 + 9.06 14.23 + 9.56 1.49 

12 158 698.20 + 3.75 34 711.038 + 8.27 17.83 + 9.08 1.96 

13 125 698.60 + 4.25 25 708.44 + 10.00 9.84 + 10.86 0.91 

14 63 688.43 + 5.39 8 702.25 + 23.18 13.82 + 23.80 0.58 

Mean ratio = 3.032 
There were 1,324 girls and 1,399 boys. The per- 


centage of positive reactors was practically the same 
in each group of children, girls 11.95 per cent and boys 
11.94 per cent (table 3). However, when the positive 
reactors were compared according to age, it was noted 
that the percentage increased (table 4). At the ages 





4. Harrington, F. E.; Meyers, J. A., and Levine, N. M.: Significance 
of the Tuberculin Tests, J. A. M. A. 108: 1309 (April 17) 1937. 
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of 7 and 8 the proportion of positive reactors was lower 
for the boys than for the girls. At the age of 9 there 
was almost twice the percentage of positive reactors 
among the boys as compared to the girls. At the ages 
of 10 and 11 there was a higher percentage of positive 
reactors among the boys but the difference was not s9 


TABLE 3.—Incidence of Positive Reactions to the 
Tuberculin Test 








—————__= 


Total Number _ Positive Percentage 
Sex ested Mantoux Positive 
on RE, LER eee 1,324 158 11.95 
Gk. > saab be ea enne arena 1,399 167 11.94 





TABLE 4.—Percentage of Positive Reactors According to Age 











Girls Boys 
"cca A | ame A 
No.of Positive No.of Positive 
Age Cases Reactors Percentage Cases Reactors Percentage 

7 146 19 13.00 142 7 4.93 
8 168 14 8.33 159 11 6.92 
9 211 15 7.11 183 26 14.21 
10 196 20 10.20 194 25 12.88 
11 185 23 12.43 200 29 14.50 
12 192 34 17.71 183 26 14,21 
13 150 25 16.67 172 19 11.05 
14 76 8 10.53 94 19 20.21 
15 a ao | ake 15 5 33.33 





marked as at the age of 9. At the ages of 12 and 13 
the girls had a definite increase in percentage of positive 
reactors, whereas the boys tended to show a slight 


decrease. 
COMMENT 


This study, which shows that there is a definite cor- 
relation between the deep chest and the positive reaction 
to tuberculin adds one more link to the chain of evidence 
supporting the contention that the deep chest is more 
or less associated with tuberculosis. It also helps to 
explain why there is such a high incidence of tuber- 
culosis among the poor in the slum districts. The chil- 
dren in the slums are physically underdeveloped. They 
are not only shorter and lighter but they have on the 
average a deep, primitive, infantile type of chest, one 
that has not gone through the normal process of 
development. Even the new-born and infants are 
shorter and lighter and have a deeper chest than the 
average infant from a better environment.° 

It may be well to reiterate here a statement made in 
a previous report. In many large cities the government 
is wiping out the slum districts and replacing them with 
modern, well built and well ventilated homes. This 
is a constructive, far-reaching piece of work and will 
do much to reduce the incidence of tuberculosis. In the 
future one will probably find a better developed child 
in these districts, not only a child who is taller 
heavier than the average child in the present slums 
but one with a flatter type of chest; and in all proba- 
bility there will be a marked decrease in the incidence of 
tuberculosis. Members of the medical profession cal 
advance our aim of eliminating tuberculosis by acquaint 
ing the public with the part slums play in the fostering 


of this disease. 
CONCLUSION 


It appears that there is a positive correlation between 
a positive reaction to the Mantoux test and a 
chest in children. 

328 Hennepin Avenue. 
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ABSTRACT OF DISCUSSION 


Dr. Harry Baxwin, New York: The idea that tuberculosis 
has a constitutional as well as an environmental basis is not new, 
but quantitative demonstration of this relationship is recent and 
today we have heard one of the only two contributions that I 
know of in this field; the other was made at Johns Hopkiins 
University by Love, who studied the height and weight of 
army officers in whom tuberculosis developed. He went back 
to their old measurements and found that men who were tall 
and thin tended to develop tuberculosis more often than other 
groups. It is easy to understand why tuberculous persons 
should be thinner than other persons but it is a little difficult 
to understand why tall men should tend to develop tuberculous 
disease unless the strain of rapid growth which tall people are 
subjected to during puberty is sufficient to bring out the tuber- 
culous process. I wondered whether Dr. Weisman had studied 
any dimensions other than those of the chest. Is this change 
in the children infected with tuberculosis limited to the shape 
of the chest or is this part of a general alteration in body 


growth? Is it possible that the change in the shape of the 
chest is due to economic differences between tuberculous and 
nontuberculous children? I know Dr. Weisman took all these 
children from a parochial school; nevertheless, I wonder 


whether it is possible that this was simply a poorer group of 
children who happened to be infected with tuberculosis or was 
the difference primarily tuberculous and not simply a social 
difference / 

Dr. Haven Emerson, New York: I should like to ask 
Dr. Weisman whether he has any evidence of the relative 
incidence of tuberculosis in the populations from which these 
two respective groups of school children were brought. It is 
well to compare the physical types of children in a less favored 
group with those of a more favored group, but still the cause 
of tuberculosis is the tubercle bacillus and not the shape of the 
body, and until the probable frequency of cases and deaths and 
infection in these different community groups is known, I should 
say the conclusion he presents remains unproved. There is a 
further control which Dr. Weisman might be asked to present at 
some future session. There must be children of the well-to-do 
who also have these underdeveloped or persistently puerile type 
of chests, and one would like to know whether under the favor- 
able, nontuberculous environment of the well-to-do such  chil- 
dren have a higher incidence of tuberculosis than the children 
with the normal or more adult type of chest as they grow 
older. One remains uncertain, from an epidemiologic point 
of view, as to the significance of Dr. Weisman’s observations 
until evidence is given of the age specific prevalence rates of 
tuberculosis in the communities from which these two sets of 
children were drawn. 


Dr. L. M. Rour, Brooklyn: I should like to ask whether 
racial groups similar to Dr. Emerson’s were considered in this 
study. If so, has Dr. Weisman anything to say about the racial 
groups in it and the measurements of these children? 


Dr. S. A. WetsMaN, Minneapolis: I could give only a 
summary of this paper. Time would not permit me to cover 
in detail all the work which has been done. However, I wish 
to make one point clear: The person having a deep chest will 
Not necessarily contract tuberculosis nor will the possessor of 
a flat chest find himself, because of that advantage, immune. 
It simply means, as was shown by Dr. Matz in a silicosis group, 
that certain types are more susceptible to the disease. Environ- 
ments being equal, were that possible, the individual with the 
fat, better developed chest would probably be a little more 
Fesistant to the tubercle bacilli than the youngster or grown-up 
having a deeper chest and a lower vital capacity. There was 
4 question by Dr. Emerson as to whether or not there are 

hested individuals in better environments. Certainly ! 
These are only averages. However, predominant groups prevail 
in tach district as to the incidence of tuberculosis. I thought 
mentioned that there were much higher incidences of tuber- 
tr 1S In cases reported from the deep-chest-predominant dis- 
tts. In reply to Dr. Bakwin’s question on certain groups: 

Was careful to see that I measured a cross-sectional area of 
i city of Minneapolis. I tried to get schools from all sections 

Set a representative group. After I did all that work and 
compared the better with the poorer groups, there was a definite 
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correlation. With regard to the racial groups, I took the 
nationalities when I measured some 19,000 children in a pre- 
vious study and divided them into eleven racial groups. There 
was no appreciable difference in the chest contour of these 
various racial groups. It was only when the children were 
compared according to their environments that there was any 
difference in chest development. In adults, of course, we have 
no way of finding whether they have been underdeveloped 
physically when they were youngsters, it is however very prob- 
able, but in the adult we found that a deep chest was the 
prevailing type among the tuberculous patients. 





Clinical Notes, Suggestions and 
New Instruments 


GONORRHEAL SEPSIS IN AN INFANT 


REPORT OF A CASE FOLLOWING OPHTHALMIA NEONATORUM 


Samuet J. Horrman, M.D., anp Maurice Scunerper, M.D. 
CHICAGO 


Numerous cases of gonorrheal septicemia have been reported 
in adults following genital infections with the gonococcus. 
In children such cases occur but are very unusual, being 
extremely rare in infants. Sepsis occurring as a result of 
gonorrheal ophthalmia is practically an unheard of condition. 

The case here reported is of interest because of the 
unusual pathogenesis and the age of the patient. 


REPORT OF CASE 


A. M., aged 4 days, was admitted to Cook County Hospital 
Feb. 24, 1937, from an outlying hospital. The birth was a 
precipitous one, the child being premature and _ weighing 
5 pounds (2,268 Gm.). The eyes of the baby had been treated 
by the Credé method one hour after birth. Vaginal and cervical 
smears taken from the mother were negative for gonococci. 

On examination there was noted a thick, yellow, purulent 
discharge from both eyes. The conjunctivae were swollen 
and reddened, and smears taken from the pus showed gram- 
negative intracellular diplococci morphologically resembling 
gonococci. The diagnosis of gonorrheal ophthalmia was made 
by clinical appearance and positive smears. 

Routine treatment consisted of irrigations of the eyes every 
thirty minutes with physiologic solution of sodium chloride. 
In addition, three injections of boiled milk (1 cc.) were 
given for three days intramuscularly. The eyes cleared 
rapidly, but twelve days after admission the temperature 
became elevated and swellings were noted in both wrists. 
The swellings disappeared in eight days but new swellings 
appeared in both knees. Fluctuation became apparent and 
aspiration of the right knee yielded purulent fluid, but no 
gonococci were found on smear or by culture. Blood cultures 
taken at this time showed gonococci. 

Examination of the blood revealed hemoglobin 49 per cent 
(Tallqvist), red blood cells 3,000,000 and white blood cells 
12,500, of which 43 per cent were polymorphonuclear leukocytes 
and 57 per cent were lymphocytes. The Wassermann reaction 
was negative. Roentgenograms of the wrists and knees were 
reported negative. 

Following the onset of the clinical gonorrheal arthritis, the 
course was continually down grade. Death occurred April 4, 
when the infant was 43 days old. Prior to the end, the eyes 
were pronounced cured. Vaginal smears taken repeatedly 
were negative and no purulent discharge was noted from the 
vagina. Final clinical diagnosis was gonorrheal septicemia and 
arthritis. 

Postmortem examination confirmed the clinical diagnosis. 

Fluid taken from the right knee revealed gonococci cul- 
turally and morphologically. 

In the spleen, gonococci were found and diagnosed morpho- 
logically and culturally. 

While parenchymatous degeneration of the myocardium was 
found, the endocardium and valves were normal. 





From the Department of Pediatrics of the University of Illinois 
College of Medicine and the Cook County Children’s Hospital. 
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COMMENT contain a slot with a metal base, which allows the blade of the 


In reviewing the reported cases of gonococcemia, it is noted 
that in most cases ulcerative endocarditis occurred following 
a genital infection. In children all such cases followed a 
gonorrheal vaginitis. The clinical symptoms of a gonococcic 
septicemia differ in no essential features from sepsis due to 
other organisms. Of interest in this report are the facts that 
the child had received the Credé treatment and that all smears 
taken from the mother were negative for gonococci. 


185 North Wabash Avenue. 





METHOD FOR REMOVAL OF A PLASTER CAST 
Mitton H. Prosperit, M.D., Wasuincton, D. C. 


The removal of a plaster cast, while a comparatively simple 
matter, is accompanied by difficulties that make the procedure 
at times very trying and vexatious. 

Most cutters are designed to cut through the cotton and the 
plaster at the same time, but this is rather difficult to perform 


























Fig. 1.—Course of metal channels. 


at one operation, being attended by considerable discomfort to 
the patient and at times causing traumatism to the skin as well. 
In view of these circumstances I have designed and used a 
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Fig. 2.--Method of cutting. 


method that facilitates the removal of a cast without undue 
difficulty and in a rapid and smooth manner and without injury 
to the patient. 

This method consists of metal channels, which are placed 
on top of the cotton or stockinet and held in place by two or 
three strips of adhesive.tape, after which the plaster bandage 
is applied over them. ‘The accompanying illustrations show the 
manner in which they are made and the position and method 
in which they are applied. As will be noted, the metal strips 


cutters to slide along in a free and easy manner, cutting only 
the plaster. Any one wishing to use a cast knife or any other 
instrument for removing a cast can do so with perfect safety, 
using as much pressure as desired without injury to the patient. 

When it is desirable to use these channels in a cast which 
forms an angle such as at the knee or elbow joint or any other 
location, metal curves or arcs are provided which fit in the 
ends of the straight channels, forming a continuous groove and 
permitting the cutters to travel in one direction until the cast 
has been completely cut through. In cases of a full cast on the 
leg and thigh it is astonishing with what ease and rapidity a 
long cast of this kind can be removed, leaving smooth edges 
in case one wishes to tape them and reapply the cast. 

Two or more channels may be applied to the same cast if 
necessary. They add to its strength and show only the slightest 
irregularity after completion. Also there is no need to cover 
the top of the groove with adhesive tape or other material, as 
the plaster does not clog the groove. It is also necessary to 
wrap some of the plaster bandage over each end of the channel 
to prevent rubbing the skin, but this is a minor consideration, 
as the cutters can be entered without difficulty. 

These strips may be made of aluminum, are inexpensive and 
are not radiopaque, thereby causing no interference when it 
is desirable to make another exposure after the cast has been 
applied. They are indestructible, can be used indefinitely, and 
certainly make of a tedious task an easy and satisfactory one. 


216 Eighth Street S.E. 





Special Clinical Article 


GONOCOCCIC ARTHRITIS: PATHOGENE- 
SIS, MECHANISM OF RECOVERY 
AND TREATMENT 


CLINICAL LECTURE AT ATLANTIC CITY SESSION 


CHESTER S. KEEFER, M.D. 
AND 
WESLEY W. SPINK, M.D. 


BOSTON 


In an investigation of various types of arthritis, we 
have made detailed studies and observations on patients 
with gonococcic infections involving the joints. Par- 
ticular interest has been taken in the pathogenesis of 
this disease, together with the mechanism of recovery. 
At this time we present a summary of the results of 


this study. 
y DIAGNOSTIC CRITERIA 


The diagnosis of gonococcic arthritis was made on 
the following grounds: (1) a history of a recent attack 
of gonorrhea; (2) evidence of a localized gonococci¢ 
infection of the genital tract; (3) a positive reaction 
to the gonococcus complement fixation test on the bl 
and/or synovial fluid, and (4) the demonstration of 
gonococci in the synovial fluid. 


CLINICAL FEATURES OF GONOCOCCIC ARTHRITIS — 

During the past five years, 140 cases of gonococelt 
arthritis have been observed and studied. Sixty-nine 
cases were summarized previously,’ and we now @ 
seventy-one more cases to this first group. A num 
of features aside from the arthritis deserve comment, 





Read at the General Scientific Meetings at the Eighty-Eighth Annu 
Session of the American Medical Association, Atlantic City, N. J., June % 
1937. M edical 

From the Thorndike Memorial Laboratory, Second and Fourth Medi: 
a ig areata). ——. Gey Hoey. and the Department 4 
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1. Myers, W. K., and Keefer, C. S.: Gonococcal Arthritis: se 
cal Study of Sixty-Nine Cases, Ann. Int. Med. 8: 581 (Nov.) ! 
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Many of the outstanding characteristics of these cases 
are summarized in table 1. The course of events is 
usually as follows: 

Subsequent to a gonococcic infection of the urethra 
or uterine cervix, less frequently of the conjunctiva or 
rectum, an acute polyarthritis appears. It is often 
abrupt in onset and is accompanied by all the signs of 
an intense inflammation involving periarticular tissues 
and synovial membrane. There are pain, redness and 
tenderness with limitation of motion. The process is 
more often polyarticular than monarticular. The joints 
most frequently involved are the knees, ankles and 
wrists, although any joint of the body may be affected. 
There is often intense tenosynovitis about the wrists 
and ankles and in some instances the tendon sheaths 
are involved without any conclusive signs of associated 
arthritis. _Tenosynovitis is much more common in 
patients with gonococcic arthritis than in patients with 
other types of arthritis and is a valuable diagnostic 
sign. The arthritis may be preceded by an infection 
of the respiratory tract, so that this feature may tem- 
porarily obscure or confuse the diagnosis. In most 
cases the arthritis begins within ten to twenty days 
after the onset of gonorrhea; however, we have seen 
cases of acute arthritis due to the gonococcus occur 
months or years after an attack of gonorrhea and, in 
some instances, after the original infection of the 
genito-urinary tract had healed entirely. In one case, 
acute arthritis followed a pelvic operation on a woman 
65 years of age, and we were able to isolate the organ- 
ims from the synovial fluid. Smears and cultures 
from the cervix uteri were negative for the gonococcus, 
and no history of a localized genito-urinary infection 
could be elicited. In a few cases gonococcic arthritis 
is associated with pregnancy. 

There are usually fever, leukocytosis and elevation 
of the corrected sedimentation rate. The process is 
most intense within the first few days of onset and does 
not tend to be migratory unless there is trauma to the 
local focus of infection in the genito-urinary tract. 
We have observed exacerbations of the arthritis after 
a vigorous prostatic massage as well as after reinfec- 
tion. Frequently, after the acute onset the process 
becomes most conspicuous in one or more joints where 
the features of the infection are most intense. 

_ The symptoms of the acute process persist for an 
indeterminate period, and many persons are disabled 
for several weeks or months. 

Accompanying the acute process in the joints and 
tendon sheaths there is rapid wasting of the muscles 
supporting the affected joints. Histologic examination 
of muscle in the immediate neighborhood of the joints 
has failed to reveal evidence of acute inflammation. 

Demonstrablé bacteremia is unusual unless there is 
associated endocarditis. We have observed three cases 
of bacteremia without endocarditis, and certain of the 
fatures are worthy of comment. One of the striking 
features is the cutaneous eruption. It is maculopapular, 
and in some areas it is hemorrhagic and rapidly becomes 
vesicular and then pustular. The eruption is most 
intense over the extremities but appears on the trunk 
aS well. In one of our cases it was accompanied by 
hepatomegaly, splenomegaly, jaundice and thrombo- 
Pema. Another clinical feature, in a second patient, 
hic a tendency for the fever to show periodic exacerba- 

py every forty-eight hours. In the third case with 
de a the blood stream was cleared of organisms 

€ injection of specific antigonococcic immune 
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horse serum (Parke-Davis). We have not observed a 
cutaneous eruption of the character mentioned without 
bacteremia. 

The ocular signs of the infection are most interesting 
and important, since they aid in diagnosis, and when 
there is iridocyclitis add to the seriousness of the 
disease. The commonest is metastatic catarrhal con- 
junctivitis, which occurs in from 10 to 20 per cent of 
the cases. In common with other observers, we have 
found that the exudate from the conjunctivae in these 
cases is sterile and may appear at the same time as 
the arthritis or precede it. Conjunctivitis often disap- 
peared before the arthritis and caused no permanent 
damage. It is more common in persons who have 
a sterile than an infected effusion into the joints. 
Iridocyclitis is a much more serious complication, since 
it may lead to permanent impairment of vision. 


TaBLE 1—Summary of Clinical Features in 140 Cases of 
Gonococcie Arthritis 
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A rare form of cutaneous eruption accompanying this 
infection is keratodermia blennorrhagicum, of which 
we have seen four cases. The characteristic lesion is 
most prominent on the plantar surfaces of the feet. 
There is thickening of the skin, with the edges of the 
lesion showing a sharp line of dermarcation. Toward 
the center of the lesion there may be necrosis and 
sloughing, which gives a “relief map” appearance. The 
skin between the toes may be thickened, moist and 
adherent. Smaller lesions may be seen on the arms 
and legs. These are firm, reddened, raised and waxy 
looking. Other lesions are scaly and simulate psoriasis. 

A combination of arthritis and conjunctivitis, or 
arthritis and the cutaneous eruption of keratodermia, 
is always suggestive of gonococcic infection. While it 


is true that conjunctivitis is an associated feature of 
postdysenteric arthritis and in rare instances of rheu- 
matic fever, it is more common with gonococcic infec- 
tion. 
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A rare complication in the absence of endocarditis 
is acute hemorrhagic glomerulonephritis,? of which we 
have seen two cases. All the features of hemorrhagic 
nephritis are present, and in our one case with necropsy 
the lesions in the kidney were those of sterile diffuse 
glomerulonephritis. 

One may say then that acute polyarthritis associated 
with tenosynovitis, a history of gonococcic infection, 
conjunctivitis or iridocyclitis, and a cutaneous eruption 
resembling psoriasis are always suggestive of gonococcic 
arthritis. ; 

THE PATHOLOGIC FEATURES OF  GONOCOCCIC 
ARTHRITIS 

Keefer, Parker and Myers * have examined the knee 
joints of two patients who had active gonococcic 
arthritis at the time of death. The first patient had a 
sterile synovial fluid, and no gonococci were recovered 
from the joints at necropsy. No organisms could be 
observed in the stained sections. In a second case 
gonococci were grown from the synovial fluid, and they 
were observed with ease in the stained section of the 
synovial membrane. These cases represented what 
is so often seen in clinical practice, namely, a type of 
arthritis associated with gonococcic infection and a 
sterile synovial fluid and a second type, in which the 
synovial fluid is infected. In the case in which the 
organisms were observed, the synovial membrane had 
been completely destroyed and replaced by granulation 
tissue containing numerous lymphocytes, polymor- 
phonuclear leukocytes, macrophages and plasma cells. 
In the deeper layers of the synovia there was a peri- 
vascular infiltration of lymphocytes. The sections 
stained for bacteria showed numerous gram-negative 
cocci which were identified as gonococci, since this 
organism had been recovered from the tissues by cul- 
tural methods. There was little change in the cartilage 
overlying the articular surface. 

Examination of the synovial membrane from the knee 
joint in which gonococci were demonstrated showed 
a proliferation of the synovial membrane, with increase 
in thickness and collections of polymorphonuclear 
leukocytes. In the subsynovial tissue layer or connec- 
tive tissue layer there was a marked infiltration with 
polymorphonuclear leukocytes, lymphocytes and macro- 
phages, with intense congestion of the blood vessels. 
An occasional macrophage filled with blood pigment 
was seen. In several foci there was a partial loss of 
the superficial synovial cells, with a deposit of fibrinous 
thrombi. In places the collagen and polymorphonuclear 
leukocytes appeared necrotic. A careful search of the 
tissue stained for bacteria failed to reveal their presence. 

It would appear that the inflammatory lesions in the 
synovial membrane in patients with sterile synovial 
fluid are much less intense than in those with infected 
fluid. In the former the surface layer of the synovia 
remains intact and shows no areas of destruction, while 
in the latter there is complete destruction of the synovial 
lining, with replacement by granulation tissue. In the 
one case the conspicuous lesions are beneath the sur- 
face of the synovia, whereas in the other they extend 
to the surface and produce complete destruction of the 
superficial cells. 

Destruction of the articular cartilage varies con- 
siderably in different cases of gonococcic arthritis, 





2. Spink, W. W., and ‘Keefer, C. S.: The Dermal and Renal Com- 
plicetions of Gonococcal Arthritis, New England J. Med. 217: 241 (Aug. 
21) 1 ‘ 

3. Keefer, C. S.; Parker, Frederic, Jr., and Myers, W. K.: Histo- 
logic Changes in the Knee Joint in Various Infections, Arch. Path. 18: 
199 (Aug.) 1934. 
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depending apparently on the joints involved. It js 
most pronounced in the wrist and phalangeal joints, the 
hip and the ankle joints. It is less conspicuous in the 
knee joints. This may be accounted for in part by 
the fact that in the knee joint large amounts of fluid 
collect, whereas in the other joints mentioned there are 
a great many white blood cells and relatively smalj 
amounts of synovial fluid. Studies on the antitryptic 
content of synovial fluid and the tryptic activity of 
white blood cells in digesting cartilage suggest that 
the articular cartilage in the knee joint is protected 
in many cases by the presence of a large effusion of 
fluid which contains antitryptic substances. When the 
exudate is thick and purulent and contains a relatively 
large number of leukocytes and a relatively smail 
amount of synovial fluid, the opportunities for the 
destruction of cartilage are great. 

Ankylosis of joints associated with gonococcic 
arthritis is due to periarticular fibrosis or adhesions 
between the articular cartilage. In the case of the knee 
joint, stiffness and limitation of motion are often due to 
adhesions between the patella and the femur. True 
bony ankylosis is rare except when the wrist joints are 
involved. 


TABLE 2.—Summary of 114 Samples of Synovial Fluid from 
Eighty-Three Patients with Gonococcic Arthritis 
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CHARACTERISTICS OF THE SYNOVIAL FLUID 

Several years ago the characteristics of the synovial 
fluid of forty-one patients with gonococcic arthritis 
were defined.* Since then, additional information has 
been obtained from forty-two patients. In all, we 
have examined 114 samples of synovial fluid from 
eighty-three patients. The results are summarized im 
table 2 and may be commented on in further detail 

For analysis of results, the data were separated into 
those on samples of infected fluid and those on samples 
of sterile fluid. There were differences in the charac- 
teristics of these two types of fluid quite independent of 
the presence or absence of bacteria. In general, the 
total cell count is likely to be higher, with more poly- 
morphonuclear cells, in the infected fluids than in the 
sterile ones. The total protein content is that of an 
exudate in both types, and the nonprotein nitrogen § 
the same as in the blood. The sugar content in infect 
synovial fluids is lower than that of the blood, whereas 
in sterile effusions it is the same. 


~BACTERIOLOGY OF THE SYNOVIAL FLUID 
The synovial fluid of seventy-eight patients was 
cultured immediately on withdrawal from the es . 

os ‘ 
cavities. The gonococcus was recovered from the BMT 





4. Keefer, C..S.; Myers, W. K., and Holmes, W. Fs J innest 
Characteristics of Synovial Fluid in Gonococcal Arthritis, J. * 
gation 13: 767 (Dec.) 1934. 
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in only 26 per cent of the seventy-eight cases. All the 
cultures were carried out in an anaerobic jar. This 
method has been much more efficient in detecting the 
presence of organisms than the use of stained smears. 
We have been able to cultivate organisms from the 
synovial fluid when they were not observed on smear 
preparations, and we have never failed to cultivate them 
if they were seen on a stained smear. To explain the 
relatively small number of cases in which cultures were 
positive, we studied the various serologic reactions in 
the synovial fluid to determine whether antibodies 
bactericidal for the gonococcus could be detected. 


SEROLOGIC REACTIONS OF THE SYNOVIAL FLUID 


Gonococcus Complement Fixation Test.—The reac- 
tion to the gonococcus complement fixation test is 
positive in about 66 per cent of the cases of gonococcic 
arthritis when the test is carried out on the synovial 
fluid. It is higher in patients with sterile effusion than 
in those with infected fluid. A positive complement 
fixation reaction of the synovial fluid was never seen 
without a positive reaction of the blood serum. 


Bactericidal Action of the Synovial Fluid—When 
the bactericidal action of the synovial fluid was exam- 
ined it was found that no bactericidal antibodies were 
present in infected fluid, and the bactericidal power of 
the whole blood was low or only moderately elevated. 
In the sterile synovial fluid one could invariably detect 
antibacterial antibodies, and either the synovial fluid and 
blood showed the same bactericidal action or the fluid 
showed less bactericidal action than the blood. Synovial 
fluid obtained from patients with nongonococcic arth- 
ritis was not bactericidal for the gonococcus. Such 
observations suggest that the reason for the relatively 
large number of examples of sterile synovial fluid in 
cases of gonococcic arthritis is the presence of a rela- 
tively high titer of specific antibody. 

When specific antigonococcic immune serum was 
added to synovial fluid in vitro, bactericidal action was 
enhanced, so that there seemed to be little doubt that 
the bactericidal power of the synovial fluid was due to 
the presence of antibodies. 

Antitryptic Substances in Synovial Fluid—The 
destruction of cartilage accompanying various forms of 
arthritis varies considerably, and it is probably due in 
part to the balance existing between the ferments of 
the leukocytes plus the infecting organisms and the 
antiferment substances in the synovial fluid. From 
experiments recorded elsewhere,® it was concluded that 
synovial fluid contains substances which are capable of 
inhibiting tryptic digestion. When large numbers of white 
blood cells were present, particularly polymorphonu- 
clear leukocytes, the antitryptic power was usually 
reduced. The synovial fluid from patients with gono- 
coccie arthritis was capable of inhibiting the digestion 
of cartilage by leukocytic autolysates. It appears that 
the presence of large amounts of antitryptic substances 
in the synovial fluid prevented or at least limited the 
€struction of articular cartilage by the enzymes liber- 
ated in the purulent exudates. These observations are 
“onsistent with what one sees clinically, namely, that the 
struction of cartilage in cases of gonococcic arthritis 
curs in the joints which contain a thick purulent 
éxudate and is unusual in other joints when the cell 


ig is low and the amount of fluid is .relatively 
€. 
Der 


Inhsgietolmes, W. F., alt-s Myers, W. K., and Keefer, C. S.: The 
Patient of Tryptic Digestion of Cartilage by Synovial Fluid from 
(Jan,) 935. Various Types of Arthritis, J. Clin. Investigation 14: 131 
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EFFECT OF MUCIN ON THE BACTERICIDAL 
ACTIVITY OF SYNOVIAL FLUID 


One of the problems of considerable interest and 
importance is to determine the factors responsible for 
the localization of gonococci in the joints. From 
clinical observations it is evident that the gonococcus 
localizes and survives in areas which are supplied by 
large amounts of mucin, that is, the urethra, cervix 
uteri, , conjunctiva and joints. This suggested that 
perhaps mucin was a favorable medium for the growth 
of the gonococcus or possibly provided an environment 
that aided the gonococcus in surviving. Our studies 
indicate that the presence of mucin in synovial fluid 
assists some strains of gonococci in surviving, especially 
when the antibody content of the fluid is low. When 
the antibody content is high it continues to be operative 
in spite of the presence of mucin. 


SEROLOGIC REACTIONS IN THE BLOOD 


Bactericidal Tests—The gonococcus has only rarely 
been isolated from the circulating bloed of patients with 
gonococcic arthritis. We have observed three such 
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SERUM SERUM 


Chart 1.—The course of a case of gonococcic arthritis with infected 
synovial fluid. The arrows indicate the time of injection of 30 cc. of 
antigonococcic horse serum into the knee joint. The temperature curve 
indicates the highest and lowest daily temperatures. The white blood 
count is recorded in thousands. The complement titer of the synovial 
fluid is recorded in cubic centimeters. The bactericidal power is the total 
number of organisms killed in 0.5 cc. of the patient’s blood or synovial 
fluid; 10-7 dilution contained four organisms. 


cases. In these cases it was not possible to demonstrate 
antibacterial antibodies in the circulating blood while 
organisms were present. When the organisms disap- 
peared spontaneously from the circulating blood in 
one case, antibodies made their appearance. In another 
case ® the blood was cleared of bacteria after the injec- 
tion of antigonococcic immune serum, and there fol- 
lowed an increase in the bactericidal power of the 
blood. It would appear that the absence of bacteremia 
in most cases of gonococcic infection may be explained 
on a basis of the antibody content of the blood or an 
efficient local defense mechanism in the urethra and 
elsewhere. The bactericidal action of the whole blood 
has been studied in patients with urethritis and in those 
with arthritis and the results recorded elsewhere.” It 





6. Keefer, C. S., and Spink, W. W.: The Use of Antigonococcal 
Serum, Gonococcal Vaccine and Filtrate in the Treatment of Gono- 
coccal Infection, Am. J. Syph., Gonor. & Ven. Dis. 21: 241 (May) 1937. 

7. Spink, W. W., and Keefer, C. S.: Studies of Gonococcal Infection: 
II. The Bacteriolytic Power of the Whole Defibrinated Blood of Patients 
with Gonococcal Arthritis, J. Clin. Investigation 16: 177 (March) 1937. 
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was found that the bactericidal action of whole defibrin- 
ated blood for the gonococcus in vitro depended on the 
combined action of antibody and complement, and this 
could be demonstrated without the presence of cells. 
It was also noted that the bacteriolytic titer of the 
blood of patients with gonococcic arthritis increased 
during the course of the disease. In patients with 
gonococcic urethritis, antibodies could be detected as 
the disease progressed. In some of the patients with 
urethritis the presence of antibodies in the circulating 
blood was shown not to prevent the local infection from 
persisting or spreading, and many strains of the organ- 
isms capable of producing urethritis could be killed in 
considerable numbers by the blood of normal controls. 
There is evidence then that the localization of organ- 
isms in the joints is due in part to an efficient clearing 
mechanism of the blood and that this efficiency is partly 
the result of the development of antibodies to the spe- 
cific organism. 

Gonococcus Complement Fixation Test on Blood.— 
One test of considerable value in the diagnosis is the 
gonococcus complement fixation test. Several years 
ago Myers and Keefer * reported the results of this test 
on the blood and the synovial fluid of forty-one patients 
with gonococcic arthritis. Then, as now (forty-two addi- 
tional cases), we found that the reaction is positive in 
about 85 per cent of cases of gonococcic arthritis. 

COMMENT 

It may be stated then that during the course of 
gonococcic infection antibodies appear in the circulating 
blood. These antibodies may be an indication of a 
response on the part of the host to the infection and 
are probably largely responsible for the localized 
infection and recovery of the patient. After the 
development of specific antibodies of a sufficiently high 
titer to kill the infecting organism, the process of 
repair proceeds in the joints. This course of events is 
illustrated in chart 1. 

A number of features of the disease continue to 
remain obscure. For example, why do the patients 
show a latent period between the development of the 
local infection and the arthritis? What is the mech- 
anism “involved in the development of the bilateral 
catarrhal metastatic conjunctivitis? Why do patients 
have recurrent effusions into the joints of sterile fluid 
of high antibody titer? These questions require an 
answer, and when their explanation becomes clear more 
information will be available for an understanding of 
the pathogenesis of the disease. 


TREATMENT OF GONOCOCCIC ARTHRITIS 

The main objective in treating gonococcic arthritis is 
to remove the cause, give relief from symptoms and 
restore normal function to the joints. Methods of 
treatment which aim to destroy the organisms are 
naturally the most promising so far as complete recov- 
ery is concerned. To accomplish destruction of the 
organisms, three general methods have been used: 
(1) specific serum therapy, (2) fever therapy and 
(3) chemotherapy. 

Specific serum therapy has not been very successful 
in the treatment of gonococcic arthritis. We have been 
able to clear the circulating blood of organisms in cases 
of bacteremia, but in several cases in which serum has 
been injected directly into the joint cavities the results 





_ 8. Myers, W. K., and Keefer, C, S.: The Gonococcal Complement 
Fixation Test in the Blood and Synovial Fluid of Patients with Arthritis, 
New England J. Med. 211:101 (July 19) 1934. 
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have not been successful. It would appear that serum 
therapy should be limited to cases of bacteremia. 

Within the past few years considerable interest has 
been shown in fever therapy of gonococcic arthritis, 
The main objective of this form of treatment is 
to increase the body temperature to such a level that 
the organisms are killed. The treatment has had an 
enthusiastic reception, and a number of reviews are now 
available. There seems to be almost universal agree. 
ment that it is effective in a high percentage of cases 
in which the disease is acute. Its effect is less striking 
in cases of chronic and long standing disease. 

More recently there has been a revival of chemo- 
therapy in the treatment of gonococcic infection, and 
our experience with the use of sulfanilamide in the 
treatment of local infections of the genito-urinary tract 
and arthritis is worth mentioning. We have treated 
three patients with gonococcic arthritis with this drug. 
In two the synovial fluid was infected; in the third it 
was sterile. In the two patients with an infected fluid, 
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Chart 2,—The course of gonococcic infection following treatment with 
sulfanilamide. 





the synovial fluid was sterilized within two days after 
the drug was given, and the organisms could not be 
obtained from the local lesions in the genito-urinary 
tract. Chart 2 illustrates the course of the changes i 
the cultures and in the bactericidal content of the blood 
and the synovial fluid in one of these cases. We have 
not been able to sterilize the synovial fluid in other 
cases with other forms of treatment within such a short 
period. This form of treatment deserves a thorough 
and critical investigation. ae 
Our plan of treatment has varied with individual 
cases. We have made it a rule to aspirate all joints 
showing an increase in the synovial fluid. Studies 0 
the fluids may provide one with information regatd- 
ing diagnosis, prognosis and further treatment. The 
patients who had a sterile synovial fluid with a total cell 
count of less than 40,000 usually did much better as far 
as the ultimate outcome was concerned. When the fluid 





9. Hench, P. S.; Slocumb, C. H., and Popp, W. C.: Fever Therapy: 


Results for Gonorrheal Arthritis, Chronic Infectious (Atrophic) Arta 
and Other Forms of ‘‘Rheumatism,” J. A. M. A. 104: 1779 (May 18 


1935. Schnabel, T. G., and Fetter, Ferdinand: Fever Therapy, 2 


Gonorrheal Arthritis and Chorea, Ann. Int. Med. 9: 398 (Oct.) i 

Hench, P. S.; Bauer, Walter; Fletcher, A. A.; Ghrist, Davids as: 
Francis, and White, T. P.: The Problem of Rheumatism and A M od. 
Review of American and English Literature for 1935, Ann. Int. 
10: 754 (Dec.) 1936. : 


anc 


met 
ker 
In { 


inv 








a ae Soe ae), 


ve Ow 


— oe OD a 


— > ~~. 
< a 


ler 


COUNCIL 


VotumE 109 
Numser 18 


was infected and contained large amounts of mucin and 
fibrin, so that aspiration was difficult, the joints were 
opened and irrigated through a small incision in the 
capsule. After the joint was washed out, it was closed 
tightly and placed in traction, and motion was started as 
soon as it was possible without pain or discomfort. We 
repeat that it has been desirable to limit this form 
of treatment to patients showing a thick, fibrinous, 
infected fluid. 
GENERAL TREATMENT 

As this disease is likely to be protracted, the patients 
present the clinical picture which is so common with 
chronic infections. They often lose weight and have 
anemia, and the muscles about the affected joints 
atrophy. Attempts are therefore made to provide a 
liberal intake of food, to treat the anemia with iron 
and/or blood transfusions and to treat the patient 
symptomatically for the relief of his pain and dis- 
comfort. 

The convalescence is often a difficult stage to manage, 
since it is frequently prolonged over a period of some 
weeks. The following procedures should be carried 
out: (1) Efforts should be made to reestablish muscle 
tone about the affected joints through active and passive 
motion exercises; (2) the arches of the feet should be 
given support if the patient has been confined to bed 
for a long period, and (3) instructions should be given 
regarding prophylaxis against venereal disease. 

In general, it may be said that the patients who do 
well are those with a sterile effusion into the joints and 
that those who do badly are those with infected synovial 
fluid. It is noticeable that patients with involvement 
of the wrist and hip joints do not recover so completely 
as those who have only the knee joint affected. 


SUMMARY AND CONCLUSIONS 

A study of 140 cases of gonococcic arthritis leads 
to the following statements : 

1. Gonorrhea is a frequent cause of acute poly- 
arthritis, and, while any joint may be affected, gono- 
coccic arthritis is most often seen in the knees, wrists 
and ankles. 

2. Associated lesions, such as tenosynovitis, bilateral 
metastatic catarrhal conjunctivitis, iridocyclitis and 
keratodermia blennorrhagicum, are helpful clinical aids 
in the diagnosis. 

3. The pathologic lesions in the joints begin in the 
Periarticular tissues and synovial membrane, and 
involvement of the cartilage is secondary. Destruction 
of cartilage is most conspicuous in the wrist, hip and 
finger joints. Bony ankylosis is rare except in the wrist 
joints. Fibrous ankylosis is more common. 

4. Examination of the synovial fluid is helpful in 
diagnosis. Organisms were isolated in 26 per cent of 
the cases. The fluid had all the characteristics of an 
exudate. The average total cell count was higher for 
the infected fluid than for the sterile fluid. 


5. Gonococcus complement fixation and bacteriolytic 
antibodies diffuse into the synovial cavities. 


6. The antibody content of synovial fluid is the same 
or slightly less than that of the blood when the fluid is 
sterile. When it is infected, antibodies are not demon- 
strated, 

7. The synovial fluid contains antitryptic substances 
Which probably protect the cartilage from destruction 

y the tryptic-like ferments of the leukocytes. 


blo The gonococcus complement fixation test on the 
gave a positive reaction in 86 per cent of the 
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cases. The percentage of positive reactions was some- 
what lower for tests on the synovial fluid, especially 
when the fluid was infected. 

9. The mucin in synovial fluid interferes with the 
destruction of organisms when the antibody titer is low. 
When the antibody titer rises, there is no apparent 
depression of the activity of the fluid. 

10. The blood plasma of patients with gonococcic 
infections is actively bactericidal for the homologous 
strain of infecting organism. The bactericidal activity 
increases during the course of the disease. 

11. There is suggestive evidence that recovery from 
gonococcic arthritis is associated with the development 
of increased resistance to the invading organism. 

12. There are various types of treatment. There is 
evidence that sulfanilamide is bactericidal for the gono- 
coccus when it is added to blood serum. In two 
patients with infected synovial fluid the gonococci dis- 
appeared from the fluid within two days after this drug 
was administered. This type of treatment deserves 
further study and investigation. 


Council on Physical Therapy 


Tue CounciL oN PuysicAL THERAPY HAS AUTHORIZED PUBLICATION 
OF THE FOLLOWING REPORT. Howarp A. Carter, Secretary. 


SHELANSKI INSUFFLATOR ACCEPTABLE 

Manufacturer: John Wyeth & Brother, Inc., Philadelphia. 

This device is used for insufflating the vagina with silver 
picrate powder in the treatment of Trichomonas vaginalis 
vaginitis. The powder has been accepted for this purpose by 
the Council on Pharmacy and Chemistry (THE JourNAt, July 3, 
1937, p. 29). In appearance, the instrument is similar to an 
atomizer. A rubber bulb and orifice guard are attachable to a 
brass stem, chrome-plated over a subcoating of nickel. The 
medicated powder, in a vial with a thread top, can be screwed 
directly onto the Insufflator. 
The unit is simple in construc- 
tion and readily sterilized. It 
is not patented, nor is it sold 
under any trade mark. The 
firm name “Wyeth” is im- 
printed on it. . 

According to the firm, the 
instrument makes possible a 
thorough dispersion of the medi- 
cated powder by permitting mild 
distention of the vaginal walls so that folds and crevices become 
accessible to the medicament. The firm submitted evidence from 
a reliable investigator to support the therapeutic claims made 
for the Insufflator in the form of a report on 100 cases treated - 
with this instrument and a silver picrate-kaolin powder. 

In all these cases the diagnosis of Trichomonas vaginalis 
vaginitis was made. Sixty-two cases were observed for six 
months and thirty-eight for nine months. 

The following treatment procedure was employed: The 
patient was placed in a lithotomy position and 5 Gm. of silver 
picrate-kaolin powder was blown into the vagina by means of 
the Insufflator, care being taken to use only enough pressure 
to balloon out the vaginal walls. The patient was also given 
six vaginal suppositories of silver picrate, one to be used each 
night, and she was instructed to return in one week. At this 
time a smear was taken and the foregoing treatment repeated. 
The patients were examined for Trichomonas seven and four- 
teen days after the original insufflation, and also at the end of 
each menstrual period for the next six to nine months. Cultures 
of the vaginal secretion were made each time. 

There were three recurrences in this group, occurring at the 
fifteenth, eighteenth and twenty-first week after the original 
treatment in three patients. Two of these were again treated 





Shelanski Insufflator. 
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and remained negative up to their last appearance at the clinic, 
at the seventeenth and twenty-second week following the second 
course of treatment. At the end of the two week period of 
treatments it was found that the discharge disappeared in 90 per 
cent, the itching in 94 per cent and the burning in 96 per cent 
of the 100 patients, and smears and cultures were negative in 
100 per cent. 

The firm’s investigator reported that the percentage of cases 
receiving symptomatic relief was high and recommended the 
instrument for this reason as well as because of the simplicity 
with which it operates. The incidence of recurrence is low with 
this type of treatment, according to the report. 

An investigator was appointed by the Council to use the unit 
in his office practice in treating gynecologic diseases. He 
reported that it was satisfactory for the purpose for which it 
was intended. 

In view of the foregoing report, the Council on Physical 
Therapy voted to include the Shelanski Insufflator in its list 


of accepted devices. 
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REPORTS OF THE COUNCIL 


Tue CouNCIL HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
REPORT. Paut Nicnuoias LeEeEcu, Secretary. 


THE USE OF HYDROQUINONE AS A 
“STABILIZING” AGENT IN PREPA- 
RATIONS CONTAINING 
VITAMIN A 


Edible oils are known to take up atmospheric oxygen at a 
comparatively slow rate over a period of time, called the induc- 
tion period, and then undergo rather extensive chemical change 
with rapid uptake of oxygen. Vitamin A is susceptible to 
oxidation and it has been shown that certain measures which 
are effective in the retardation of oxidation of a vitamin A- 
containing oil tend to preserve vitamin A. For some time it 
has been known that the use of small amounts of hydroquinone 
will extend the induction period of an oil. Certain firms market- 
ing accepted brands of fish liver oils have used this drug as 
an antioxidant and in some cases the use of it has been so 
emphasized in the promotion of the product that it might well 
have given rise to the assumption that the vitamin A content 
of the preparation concerned was “stable” under conditions of 
ordinary use. The Council questioned this assumption and 
questioned indeed the evidence for the necessity of the addition 
of hydroquinone to these products. The Council asked manu- 
facturers of accepted products to submit evidence that the addi- 
tion of hydroquinone is a necessity for the proper preservation 
of cod or halibut liver vils under conditions of ordinary usage. 

In this connection attention was called to the possible harm- 
fulness of the ingestion of hydroquinone, but after investigation 
- the Council held that the available evidence does not indicate 
that the amount of hydroquinone likely to be ingested with the 
vitamin-containing oils to which it may be added would be 
injurious. At the present time it may be stated that there is 
no concrete evidence indicating injury from ingestion of such 
oils as marketed, containing hydroquinone. Attention was called, 
on the other hand, to the fact that it is equally true that no 
data are available excluding this possibility following the use 
of such materials over long periods of time. 

In the Council’s discussion it was brought out that, if the 
addition of hydroquinone to halibut liver oil is approved, it 
will furnish an undesirable precedent for the use of a number 
of antioxidants in a wide variety of pharmaceutical products. 
The Council is informed that the meat inspection regulations 
of the Department of Agriculture prohibit the addition to meat 
and food products of preservatives or chemicals designated as 
antioxidants. 

The Council considered the evidence submitted by the firms 
for or against the use of hydroquinone as a stabilizing agent in 
fish oils and came to the conclusion that they had failed to 
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AND CHEMISTRY 
demonstrate that under ordinary conditions of use the loss of 
vitamin A from halibut liver oil or cod liver oil is serious, 
The Council therefore voted disapproval of the use of hydro- 
quinone as an antioxidant in vitamin preparations and voted 
further that in the light of present day evidence no accepted 
vitamin preparation may retain that status if such antioxidant 
is used. 





NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS Coy. 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEw anp 
NONOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE CounciL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 

Pavut Nicuoras Leecu, Secretary, 


SULFANILAMIDE (See Tue Journat, July 31, 1937, 
p. 358, and Supplement to N. N. R., p. 17). 

The following revision of the published description, extending 
the allowable claims, has been adopted: 

Actions and Uses.—Originally it was reported that sulfanil- 
amide acts against Lancefield’s group A strains of hemolytic 
streptococcus by virtue of an apparently specific effect on these 
organisms. More recent clinical evidence suggests that the 
action of this chemical may affect other organisms, especially 
certain gram-negative cocci. The evidence suggests that its 
action may be antibacterial. 

Sulfanilamide has been used primarily in infections due to 
beta-hemolytic streptococci, especially in the treatment of puer- 
peral fever, erysipelas, hemolytic streptococcus septicemia, 
streptococcic sore throat and surgical infections with hemolytic 
streptococcus. Present studies indicate that this drug is useful 
in the treatment of gonococcic infections. In some cases the 
results have been most striking, while in others the drug has 
not proved especially efficacious. In this connection it is well 
to note that the reactions following the administration of the 
drug are at least occasionally of a serious nature (see below). 
It has also been used in the treatment of gonorrheal vulvo- 
vaginitis in young girls but recovery from the condition has 
not been permanent with this agent. The literature also indi- 
cated usefulness in meningococcic infections and possibly gas 
bacillus infections. It must be remembered however that because 
of the extensive application of this relatively new therapeutic 
agent its use in these conditions requires caution and careful 
observation. This is especially true in view of the reactions 
which are discussed in the following paragraph. The evidence 
is incomplete at the present time for further consideration of 
the possible usefulness of this drug in infections by Bacterium 
coli, Bacterium typhosum, and paratyphosum A and B, as well 
as all varieties of Brucella. There is some indication that it 
is useful in pneumonia due to type III pneumococci. 

It must be remembered that acidosis sometimes follows the 
administration of sulfanilamide. It has been suggested that 
sodium bicarbonate may prove useful in combating the acidosis 
produced by the drug. Jaundice and urticaria have also been 
reported as undesirable side effects following the administration 
of this drug. Magnesium sulfate should not be administered 
during the course of the treatment because it is thought to 
increase the danger of acidosis. Statements concerning 
effectiveness of sulfanilamide in the treatment of gonorrhea 
have appeared in the public press. Unfortunately the laity has 
been able to obtain the drug for this purpose over the 
counters and sulfhemoglobinemia and cyanosis have followed 
this uncontrolled use in certain instances. There is also a pos 
sibility that methemoglobinemia and granulocytopenia may fol- 
low such therapy and there have been reports of hemolytic 
anemia following the administration of sulfanilamide. It 1 
advisable in the use of sulfanilamide to examine the 
microscopically for evidence of red blood cell destruction as 
well as lowering of the white blood cell count, and to rule out 
both sulfhemoglobinemia and methemoglobinemia by spectfo- 
scopic examination of the blood. Until more is known it 
should not be prescribed concurrently with other drugs (except 
in case of sodium bicarbonate as indicated above). 


POLLEN ALLERGEN SOLUTIONS-SQUIBB (Se 
New and Nonofficial Remedies, 1937, p. 36). c 

The following preparations are also marketed in 5 cc. vials 
representing 25,000 protein nitrogen units per cubic centimeter: 

Grasses Combined Pollen Allergen Solution-Squibb (Bermuda = 
June Grass, Orchard Grass, Red Top and Timothy in equal rts); a 
weed Combined Pollen Allergen Solution-Squibb (Giant agweed 
Dwarf Ragweed in equal parts). 
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Council on Foods 





ACCEPTED FOODS 


Tue FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COUNCIL 
on Foops OF THE AMERICAN MEDICAL ASSOCIATION AND WILL BE LISTED 
IN THE BOOK OF ACCEPTED FOODS TO BE PUBLISHED. 


FRANKLIN C,. Brine, Secretary. 





WEGNER BRAND TOMATO JUICE 
Manufacturer —Wegner Canning Corporation, Sodus, N. Y. 
Description—Canned tomato juice seasoned with salt. 
Manufacture —Carefully inspected tomatoes are washed, 

scalded, again washed and trimmed of stems, cores and any 
defects. The cleaned tomatoes are preheated and gently pressed 
to separate the juice from the core, seeds and skin. Salt is 
added. The juice is heated and automatically packed in cans, 
which are sealed, processed and cooled. 

Analysis (submitted by manufacturer) —Moisture 92.6%, total 
solids 7.4%, ash 1.2%, fat (ether extract) 0.04%, protein 
(N x 6.25) 0.9%, total reducing sugars as invert sugar before 
inversion 3.8%, total reducing sugars as invert sugar after 
inversion 3.8%, crude fiber 0.2%, carbohydrates other than 
crude fiber (by difference) 5.1%. 

Calories.—0.24 per gram; 7 per ounce. 

Vitumins.—Chemical titration of cevitamic (ascorbic) acid in 
the canned tomato juice shows 0.21 mg. per cubic centimeter, 
or 129 International units of vitamin C per fluidounce. 


CHOC-LADE CHOCOLATE FLAVORED DRINK 

Botiler and Distributor—Bowman Dairy Company, Chicago. 

Description.—Pasteurized chocolate flavored sweetened defat- 
ted milk (defatted milk with added cocoa, starch-free powdered 
cane sugar, with vegetable emulsifying agent, salt and vanillin 
flavoring). 

Manufacture —Choc-Lade Dairy Drink Powder (THE Jour- 
NAL, July 24, 1937, p. 277) is mixed with an equal amount of 
sugar and part of the milk, and agitated until smooth. Remain- 
ing milk and sugar are added to mixture, heated in vats 63-66 C. 
for thirty minutes with constant agitation, cooled, bottled and 
kept refrigerated until delivery. 

Analysis (submitted by manufacturer).—Moisture 82.5%, ash 
0.7%, fat (ether extract) 2%, protein (N x 6.25) 2.3%, reduc- 
ing sugars as invert sugar 2.6%, reducing sugars as lactose 
5.1%, sucrose (copper reduction method) 2.9%, crude fiber 0.1%, 
carbohydrates other than crude fiber (by difference) 12.4%, 
caffeine and theobromine 0.01%. 

Calories —0.76 per gram; 22 per ounce. 

Vitamins —The vitamin content of Choc-Lade is that of the 
milk used. 


(1) MACMARR BRAND EVAPORATED MILK 
(2) MAX-I-MUM BRAND EVAPORATED MILK 
(3) SUNNY SKIES BRAND EVAPORATED MILK 


Distributors —(1) Lucerne Cream and Butter Company, Oak- 
land, Calif.; (2) Safeway Stores of California; (3) General 
Food Products Company, Vernon, Calif. 

Packers (1) and (3).—Lucerne Cream and Butter Company, 
Oakland, Calif. (2) Lucerne Cream and Butter Company, Oak- 
land, Calif.; Carnation Company, Milwaukee; Nestle’s Milk 
Products, Inc, New York; Pet Milk Company, St. Louis. 

Descripiion—Unsweetened, sterilized evaporated milk. 

Manufacture-—Milk from company and government inspected 
farms is tested, preheated, evaporated under vacuum, homogen- 
ized, cooled, standardized to meet government requirements 
for butter-fat and total solids, filled into cans, sealed and 
Sterilized, 

Analysis (submitted by manufacturer).—Moisture 74.0%, total 
Solids 26.0%, ash 1.5%, fat (ether extract) 7.9%, protein 
(N Xx 6.38) 7.1%, lactose (by difference) 9.5%. 

Calories —1,4 per gram; 40 per ounce. 
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QUAKER MAID BRAND TABLE SYRUP 

Manufacturer—Atlantic Syrup Refining Company, Phila- 
delphia. 

Description—Mixture of definite proportions of corn syrup 
and refiners’ cane syrup. 

Manufacture —Eighty per cent corn syrup unmixed and 20 per 
cent refiners’ cane syrup are mixed and filled into cans at 82 C. 

Analysis (submitted by manufacturer).—Moisture 24.0%, total 
solids 76.0%, ash 0.6%, fat (ether extract) none, protein 
(N x‘625) 0.1%, reducing sugars as invert sugars 34.9%, reduc- 
ing sugars as invert sugars after invertase inversion 46.2%, 
sucrose (estimated) 10.7%, dextrins (by difference) 29.7%, 
sulfur dioxide 0.001%. 

Calories —3.0 per gram; 85 per ounce. 


WHITE HOUSE BRAND SWEETENED 
CONDENSED MILK 

Distributor —The Great Atlantic & Pacific Tea Company, 
New York. 

Manufacturer —The Quaker Maid Company, Inc., New York. 

Description —Sweetened condensed milk prepared from milk 
and sucrose. 

Manufacture —Fresh milk tested in the company’s plant is 
cooled, drawn into a hotwell and sucrose is added. The mix- 
ture is concentrated under vacuum, cooled and sealed in cans. 

Analysis (submitted by manufacturer).—Moisture 28.5%, total 
solids 71.5%, ash 1.5%, fat (ether extract) 8.35%, protein 
(N xX 6.38) 8.6%, sucrose 42.9%, lactose 11.8%, carbohydrates 
(by difference) 53.0%. 

Calories —3.2 per gram; 91 per ounce. 








CREAM ROLLER EXTRACT FLOUR, 
PHOSPHATE ADDED 


HENRY CLAY ROLLER EXTRACT FLOUR, 
PHOSPHATE ADDED 


J. E. M. BEST PATENT FLOUR, 
PHOSPHATE ADDED 
Manufacturer—Lexington Roller Mills Company, Lexing- 

ton, Ky. 
Description—Soft red winter wheat “short patent” flours 
with 0.5 per cent added calcium acid phosphate; bleached. 
Manufacture.—Selected soft red winter wheat is cleaned, 
washed, scoured, tempered and milled by essentially the same 


procedure as described in THE JourRNAL, June 18, 1932, page 
2210. Chosen flour streams are blended and bleached with 
nitrogen trichloride (one-ninth ounce per 196 pounds) and with 
a mixture of benzoyl peroxide and calcium phosphate (one- 
fourth ounce per 196 pounds); 0.5 per cent calcium acid phos- 
phate is added. _The products are 40 per cent patent flours. 


Analysis (submitted by manufacturer)—Moisture 12.0%, ash 


0.8%, fat (ether extract) 1.2%, protein (N xX 5.7) 8.3%, crude 
fiber 0.2%, carbohydrates other than crude fiber (by difference) 
77.5%. 


Calories——3.54 per gram; 101 per ounce. 





SUNLIGHT BRAND OLEOMARGARINE 
Manufacturer —The Cudahy Packing Company, Chicago. 
Description—Margarine prepared from hydrogenated cotton- 


seed oil, pasteurized cultured skimmed milk and salt, and con- 
taining 0.1 per cent of sodium benzoate. 


Manufacture.—Pasteurized cultured skimmed milk, to which 


has been added salt and sodium benzoate, is added to hydro- 
genated cottonseed oil, and the mixture is whipped. The result- 
ing emulsion is solidified by chilling, then kneaded, refrigerated, 
molded into prints and automatically wrapped and packed in 
cartons. 


Analysis (submitted by manufacturer).—Moisture 14.0%, total 


solids 86.0%, ash 2.7%, sodium chloride 2.6%, fat (ether extract) 
81.5%, protein (N xX 6.25) 0.8%, carbohydrates (by difference) 
1.0%. 


Calories.—7.4 per gram; 210 per ounce. 
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DEATHS FOLLOWING ELIXIR OF SULF- 
ANILAMIDE-MASSENGILL—II 

Nine deaths following the administration of Elixir 
of Sulfanilamide-Massengill were reported as THE 
JOURNAL went to press last week. By October 25 the 
number had risen to forty-six, with additional cases 
not yet fully confirmed. The investigative work under 
the auspices of the A. M. A. Chemical Laboratory 
will appear in THE JOURNAL next week. It appears 
that the use in this “elixir” of diethylene glycol—an 
unstandardized, nonofficial product, not recommended 
or recognized for internal use—was responsible for the 
deaths. Diethylene glycol has its proper place in 
industry ; it is safely used in many processes; it is not 
to be taken in any considerable dosage internally. 
There is no evidence that its ordinary use in industry or 
as an ingredient in the manufacture of cigarets is 
harmful. The drug sulfanilamide (para-amino benzene 
sulfonamide) does not seem to be involved so far as 
the deaths are concerned. 

THE JOURNAL is endeavoring to obtain a complete 
list of the number of cases and of deaths. It asks any 
physician who has not reported to telegraph to THE 
JouRNAL (collect), giving the names and location of the 
patients. This will avoid possible duplication and per- 
mit an adequate report of the most unfortunate incident 
in the pharmaceutical industry within the last decade. 

Certainly it should be unnecessary to warn again 
about the hazard of prescribing unstandardized and 
uncontrolled remedies. While it seems unbelievable 
that any manufacturer would circulate and promote the 
use of preparations for internal use without adequate 
preliminary tests of toxicity on animals and man, this 
incident shows that it can be done. The Food and 
Drugs Administration of the U. S. Department of 
Agriculture has rendered conspicuous service in the 
present circumstance, even though our present laws are 
so wofully inefficient as to hamper its authority. It 
has traced practically every shipment and given warning 
of the potential hazard. The catastrophe that has 
occurred may well stimulate congress to the develop- 
ment of comprehensive and effective legislation. 








Jour. A. M. A. 
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INJECTION TREATMENT OF HERNIA 

The recent wave of enthusiasm over the injection 
method of hernia had its impetus in the successes of 
sclerotherapy in varicose veins and hemorrhoids. Some 
disappointment with the results of surgical procedures, 
particularly in cases of direct inguinal hernia, was 
an additional reason for the revival of a method long 
relinquished and tainted by quackery. 

According to recent reports by Bratrud, Rice, 
Harris and White, and Fowler the rationale of the 
treatment depends on the property of mildly irritant 
solutions to produce a fibrosis when injected into 
normal tissues, and on the ability of the fibrosis thus 
produced to obliterate the inguinal canal by causing 
an intimate adherence of the muscular layers in this 
region by much the same mechanism as that obtained 
by suturing. Harris and White? injected such irritants 
into the muscles of the thigh in a group of normal 
guinea-pigs. They found that these solutions provoked 
a polymorphonuclear leukocytic response of short dura- 
tion, followed by a gradually increasing reaction from 
the mononuclear mesenchymal elements, which later dif- 
ferentiated into spindle cell fibroblasts, resulting in 
fibrosis. MacMillan and Cunningham, Fowler, Rice and 
others have obtained similar results. Rice * has obtained 
microscopic proof of the occurrence of fibrosis in 
human beings in biopsies from patients who have been 
operated on for the cure of hernia after having sub- 
mitted to one or two injections at varying intervals 
before the operation was performed. 

The injection method, according to its modern 
advocates, is applicable only to hernias that can be 
completely reduced and kept reduced by means of a 
truss. Its use is contraindicated in irreducible hernias, 
in sliding hernias and in the presence of an unde- 
scended testis. Injections are further contraindicated 
in the presence of superficial skin infections or erosions 
caused by the truss, in syphilis, diabetes, senility or 
marked emaciation. Hernias with a wide ring are not 
likely to give a good result. A conditio sine qua non 
is a properly applied truss capable of keeping abdom- 
inal contents out of the sac at all times. This is fre- 
quently impossible in obese patients and in nervous 
and restless children. The case best suited for the 
treatment is the small, reducible, indirect inguinal 
hernia in a young person. The complicated hernias 
and the large hernias of the middle aged and the elderly 
are the least suited for the injection treatment. 
Anatomic conditions in a direct hernia, in the umbilical 
and the femoral hernia, make the injection ‘treatment 
undesirable, in the opinion of many.* 

The treatment as outlined by Harris and White 
consists of (1) from eight to twelve preliminary 
injections-in a period of one month, (2) four rein- 
forcing injections once a week to consume another 


a 





1. Harris, F. I., and White, A. S.: Injection Treatment_of Hernia: 


Its Experimental Basis, California & West. Med. 45: 382 (Nov.) 1936 
2. Rice, C. O., in discussion of Bratrud, A. F.:. Minnesota ed. 


18: 441 (July) 1935. 4 
3. Masson, J. C., in discussion of Bratrud.? 
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month, (3) immediate follow-up examinations once 
, month for six months (if necessary, occasional rein- 
forcing injections may be made) and (4) final 
follow-up examinations every two months for one 
year. ‘The entire treatment requires twenty months 
for each case. The following are possible complica- 
tions; an unusually severe local reaction, strangulation, 
perforation of the bowel, fecal fistula, peritonitis, 
abscess, atrophy of the testicle, sexual impotence. The 
needle may enter a vein or artery. The fluid may be 
placed too deeply or too superficially. If placed too 
deeply, it may enter the cord or peritoneal cavity. 
Injection of the cord results in edema of the penis, 
srotum and epididymis. Such swellings are not 
uncommon with this method. A certain amount of 
pain and transient swelling occur, according to Harris 
and White, with almost every case. The injection of 
the fluid into the peritoneal cavity produces an attack 
characterized by an initial chill and severe abdominal 
cramps, pain of extraordinary severity in both testes 
and in the penis, leading to shock. Harris and White 
state that the fitting and care of trusses require a 
number of days and careful examination. The treat- 
ments themselves are exacting and require skill. The 
numerous possibilities for dangers and complications 
make continuous vigilance necessary. “Even in the 
hands of competent men, this method may be found 
unsatisfactory for these reasons.” * Harris and White 
report a recurrence of 4.1 per cent in a follow-up study 
of 121 completed “good surgical risk” cases of 
inguinal hernia. In forty-one cases of inguinal hernia 
considered a poor surgical risk, their recurrence rate 
amounted to 19.5 per cent. MacKinney, in a follow-up 
study of 300 cases, found 83 per cent cured after six 
months to three and one-half years. Rice reported 
7.6 per cent cured out of 379 patients after not less 
than six months. Bratrud, at the University of 
Minnesota Hospital Clinic, had only nine cases out of 
a total of 707 in which “final closure could not be 
obtained” but states “I shall be very well pleased if we 
can keep our recurrences below 10 per cent.” 

The statement that the treatment has no fatalities is 
misleading and unwarranted. Bratrud® mentions a 
‘ase in which 16 minims (1 cc.) of phenol-thuja solu- 
tion had been injected into the peritoneal cavity, 
causing perforation of the ilium and death. Collins ® 
observed two fatal cases of pulmonary embolism, a 
‘econdary gangrene of the sigmoid and upper rectum, 
and two complete bowel obstructions resulting from 
accidental escape of some of the fluid into the peritoneal 
‘avity, Zieman and Larkowski? report a case of 


n D4 . . a” 's . 
“tosis of the cord following a single injection of 
thuja solution, 
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A cats A I., and White, A. S.: Injection Treatment of Hernia: 
fa nalysis of the Failures, Recurrences and Complications, Am. 
8. 37: 263, 1937, ; 
373324, 190 A. F.: | Ambulant Treatment of Hernia, Am, J. Surg. 
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tures Follonm S. A., and Larkowski, T. M.: Necrosis of Cord Struc- 
107; 15 ing the Injection Treatment of Reducible Hernia, J. A. M. A. 
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In striking contrast to the favorable reports of 
Bratrud, Rice, Harris and White are those of Burdick 
and Coley ® reporting from the Hospital for Ruptured 
and Crippled, in New York. These authors treated 
ninety-two hernias in sixty-six patients by the injec- 
tion method. Of fifty-six cases followed up, a definite 
relapse was noted in forty-seven, or 81.03 per cent. 
At present, eleven patients are apparently cured and 
nine of these are still wearing trusses. In the face of 
such disappointing results, they have abandoned the 
treatment. 

Rice states that the end results from this method 
cannot be accurately adjudged at this time because the 
results do not extend over a period of more than two 
years. Bratrud expects not less than 10 per cent of 
recurrences from the more complicated cases. Fowler 
states: “A frank and truthful answer is that as yet 
we have but little exact and dependable information 
as to the recurrence rate of the injection treatment.” 

Although in the hands of some investigators the 
results seem to have been good, the complications, the 
difficulty in selecting suitable cases, and the still uncer- 
tain percentage of recurrences would seem to make the 
method unsuitable except under circumstances in which 
unusually careful technic and suitable care are pos- 
sible. Careful follow-up studies for a sufficiently long 
period will undoubtedly furnish data on which to evalu- 
ate it. 





PERITONEAL PROTECTION 


Protection of the peritoneum against infection has 
been attempted by many investigators since Issayeff * 
in 1894 found that intraperitoneal injections of sterile 
irritants, such as blood serum, broth and sodium 
chloride solution, increased peritoneal resistance to 
However, such substances and the usual 
bacterial vaccines were at best only moderately effec- 
tive in protecting patients from peritonitis; these 
materials at the same time produced local and systemic 
reactions that were always unpleasant and often 
severe. Issayeff’s method nevertheless constituted a 
valuable lead toward future experimentation. More 
than thirty years later, the peritoneal “struggle 
mechanism” was clarified by Steinberg and his asso- 
ciates.2 They demonstrated that satisfactory peri- 
toneal protection is determined by three factors: 1. A 
sufficiently large number of phagocytic cells (poly- 
morphonuclears) must be mobilized to phagocytose 
invading bacteria and to prevent bacterial multiplica- 
tion and elaboration of soluble toxic substances. 
2. Such a mobilization requires retention of the 


bacteria. 





8. Burdick, C. G., and Coley, B. L.: Injection Method of Treating 
Hernia, Ann. Surg. 106: 322 (Sept.) 1937. 

1. Issayeff: Ztschr. f. Hyg. u. Infectionskr. 16: 287, 1894. 

2. Steinberg, Bernhard, and Snyder, D. A.: Immune Cellular Reac- 
tions in Experimental Acute Peritonitis, Arch. Path. 8: 419 (Sept.) 1929. 
Steinberg, Bernhard: The Cause of Death in Acute Diffuse Peritonitis, 
Arch. Surg. 23:145 (July) 1931. The Experimental Background and 
the Clinical Application of the Esch. Coli and Gum Tragacanth Mixture 
in Prevention of Peritonitis, Am. J. Clin. Path. @: 253 (May) 1936. 
Steinberg, Bernhard and Kobacker, J. L.: The Cardiovascular System in 
Protected and Unprotected Animals with Acute Diffuse Peritonitis, 
J. Lab. & Clin. Med. 20: 1180 (Aug.) 1935. 
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leukocyte evoking antigen within the peritoneal cavity ; 
most antigens, including ordinary suspensions of bac- 
teria, leave the peritoneum too rapidly to be effective.® 
3. The antigen must be of such character as to bring 
to the peritoneum the necessary quantity of phagocytic 
cells with sufficient rapidity. 

In an extensive series of experiments, Steinberg 
and Goldblatt* demonstrated conclusively that a 
solution of gum tragacanth holding in suspension a 
prepared strain of Escherichia coli treated by long 
exposure to a weak solution of formaldehyde fulfilled 
these three requirements. Subsequent clinical experi- 
ences of Potter and Coller,® Coller and Ransom ® and 
other surgeons have confirmed these studies. The pro- 
tecting material developed by Steinberg prevented peri- 
tonitis even when gross fecal soiling of the peritoneum 
occurred; at the same time reactions were reduced to 
a minimum." Since mobilization of the phagocytes is 
achieved in three hours (and bacterial multiplication 
inducing peritonitis requires from eighteen to twenty- 
four hours) the protective material may be introduced 
at the time of operation even in the presence of gross 
contamination. 

The investigations of Steinberg and his collaborators 
would seem to be of inestimable value in eliminating 
a major hazard of abdominal surgery. Nevertheless, 
the search for such a technic has been so long and the 
disappointments have been so many that many more 
studies should be made promptly to establish the real 
and practical worth of the method. 





Current Comment 


EXPERIMENTAL ANEMIA 


Recently Rhodes and Miller + reported a study of the 
effects of a combination of aminopyrine and nutritional 
deficiency on the blood of dogs. They found that dogs 
fed on normal diets could be given 0.5 Gm. of amino- 
pyrine by stomach tube daily without demonstrable 
change in the blood picture. They further found that 
dogs on the Goldberg pellagra-producing (black tongue) 
diet also usually failed to develop any appreciable 
anemia. A combination, however, of this diet and 0.5 
Gm. of aminopyrine daily led to a pronounced and at 
times fatal anemia in from eight to thirty-five days. 
Daily administration of 10 Gm. of yeast autolysate 
would prevent or cure this anemia. These observations 





3. Acute Peritonitis, editorial, J. A. M. A. 95:1917 (Dec. 20) 1930. 

4. Steinberg, Bernhard, and Goldblatt, Harry: Studies on Peritonitis: 
I. Production of Experimental Peritonitis and Survival Following Intra- 
peritoneal Injection of Bacillus Coli, Arch. Int. Med. 39: 446 (March) 
1927; II. Passage of Bacteria from the Peritoneal Cavity into Lymph and 
Blood, ibid., p. 449; Protection of the Peritoneum Against Infection, 
Surg., Gynec. & Obst. 57:15 (July) 1933. 

5. Potter, E. B., and Coller, F. A.: Intraperitoneal Vaccination in 
Surgery of the Colon, Ann. Surg. 101: 886 (March) 1935. 

6. Coller, F, A., and Ransom, H. K.: The One Stage Procedure in 
the Treatment of Carcinonta of the Rectum, Ann. Surg. 104: 636 (Oct.) 
1936. 

1. Rhodes, C. P., and Miller, D. K.: Effect of Diet on Susceptibility 
of Canine Hematopoietic System to Damage by Aminopyrine, Proc. Soc. 
Exper. Biol. & Med. 36: 654 (June) 1937. 
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COMMENT 


led Rhodes * to study the action on the blood of dogs 
of other toxic products of endogenous origin. When 
indole was used for this purpose, Rhodes found that 
normally fed dogs could be given a capsule containing 
1 Gm. of crystalline indole daily without appreciable 
effect on the blood picture. If dogs previously fed on 


the Goldberg diet for some five to twelve weeks were’ 


given 1 Gm. of indole daily, they invariably showed a 
precipitous fall in hemoglobin content and in the num- 
bers of red blood cells. The red cells usually fell to 
less than a million per cubic millimeter by the fourth 
or fifth week. Similar anemias occurred in dogs fed 
exclusively on milk. Even when the dogs were main- 
tained on the blacktongue diet, administration of liver 
extract prevented or cured the indole anemia. Similar 
recoveries were noted when the animals were returned 
to a normal diet. These observations may reopen the 
whole question of gastro-intestinal autointoxication. 


MEASURING IMMUNITY IN 
WHOOPING COUGH 


The optimistic reports about thirty years ago on the 
use of the “opsonic index” as a method of clinical diag- 
nosis were soon followed by almost complete abandon- 
ment. Interest in cytophagic immunity has been 
recently revived, however, by attempts to simplify the 
technic. One of these variations—that described by 
Huddleson—has been applied by Kendrick and her 
co-workers ' in a study of immunity in pertussis and of 
the efficiency of antipertussis vaccines. Cells contain- 
ing no micro-organisms are given a rating of 0, those 
with from one to five micro-organisms a rating of I. 
Cells containing from six to twenty bacteria are 
recorded as rating 3, from twenty-one to forty micro- 
organisms an average of 8, and so on. From these 
recorded ratings the average rating per leukocyte is 
readily calculated. Applying this method to a child 
given a series of four nonviable Bacillus pertussis injec- 
tions, the Michigan serologists found that the opsono- 
cytophagic titer rose from 0 to a maximum of J, 
which was reached one week after the fourth dose of 
vaccine. The titer remained at this high level for about 
eight weeks and then gradually fell to 2 by the end of 
one year. The average rating of sixty-eight children 
given a similar series of four injections of vaccine rose 
from an initial rating of 0.3 to a maximum of 2/4 
week after the fourth immunizing dose, fell to 1.9 by the 
end of one year, and remained at this level till the end 
of the second year. In a second series of forty-nine 
children given smaller doses of pertussis vaccine the 
initial rating (0.1) was increased to 2.3 after the fourth 
injection, falling to 1.6 by the end of one year and to 
0.7 by the end of the second year. The variations in the 
opsonocytophagic rating in 119 nonvaccinated subjects 
during an attack of pertussis is of particular interest 
During the first two weeks after the onset of symptoms 
the average rating was 0.8, which increased to a maxt 
mum of 2.3 by the eighth week of the disease. 
titer then gradually fell to a fairly stationary level of 





2. Rhodes, C. P.: Effect of Indole on Hematopoiesis in << Fed 
Deficient Diets, Proc. Soc. Exper. Biol. & Med. 36: 652 (June) 1. 
1. Kendrick, Pearl; Gibbs, Jean, and Sprick, Marian: J. Infect 


60: 202 (May-June) 1937. 
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0.9, which was maintained till the end of the second 
year. Ina parallel study of 154 nonvaccinated subjects 
with no history of pertussis, a suggestive parallelism 
was noted between age group and opsonocytophagic 
titer. With age groups under 9 years the average rat- 
ing varied from 0.2 to 0.3. With twenty-two persons 
over 20 years of age the average cytophagic titer was 
1,2. In skilled hands the new technic may prove to be 
of considerable diagnostic aid. 





Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
CENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
1TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


Changes in Health Officers.—Dr. William H. Goff, for- 
merly of Glasgow, Ky., has been placed in charge of the Coosa 
County Health Department, with headquarters in Rockford. 
—Dr. Benjamin S. Black, Grove Hill, has been appointed 
health officer of the newly created Clarke County Health Unit. 
—Dr. Douglas H. Fryer, Toronto, Ont., was recently chosen 
health officer of Greene County. 

Society News.—The Northwestern Division of the Medical 
Association of the State of Alabama was addressed at Russell- 
ville, September 16, by Drs. Hubert K. Turley, Memphis, 
Tenn., on “Pyelitis of Pregnancy”; Dan C. Donald, Birming- 
ham, “Diagnosis and Maaagement of Colon Lesions”; Ralph 
M. Clements, Tuscaloosa, “Psychological Aspects of Ear, Nose 
and Throat Disease”; Albert C. Jackson, Jasper, “Management 
of Fractures of the Shaft and Proximal End of the Humerus,” 
and Seale Harris Jr., Birmingham, “Treatment of Central 
Nervous System Syphilis.” 


CALIFORNIA 


Personal.—Dr. Emmett E. Sappington has been temporarily 
appointed assistant director of public health of San Francisco, 
pending examination by the civil service commission. 


Society News.—A joint meeting of the Los Angeles Society 
of Neurology and Psychiatry and the internal medicine section 
of the Los Angeles County Medical Association will be 
addressed November 3, among others, by Dr. Charles F. 
McCuskey, on “Alcohol Injection for the Relief of Anginal 
Pain."——Dr. Archie M. Roberts, among others, discussed 
“Repeated Coronary Thrombosis with Peripheral Embolism 
and Embolectomy” before the Los Angeles Heart Association, 
October 19-_—A symposium on legal medicine was presented 
before the San Francisco County Medical Society, October 12, 
by Dr. Joseph Catton, San Francisco; Dr. Frederick Proescher, 
San Jose; Dr. Adelbert M. Moody, Harley F. Peart and 
Dr. Jesse L. Carr, San Francisco——Lieut. Albert R. Behnke 
Jr, M. C., U. S. Navy, addressed the Hollywood Academy of 
Medicine, October 21, on “Submarine Medicine.” 


FLORIDA 


Annual Meeting of East Coast Society.— The tenth 
annual meeting of the Florida East Coast Medical Society 
will be held at Hollywood, November 12-13. The following 
Program has been announced : 


>. Milton Paul Travers, Miami, Fractures of the Spine. 

t. Edward Sterling Nichol, Miami, Clinical Significance of Asthma 
in Heart Disease. 

rs, Eugene Clay Shaw and Jack A. McKenzie, Miami, Vaginal 

pAPproach to Stone in the Lower Ureter. 

Frapatles B. Mabry, Jacksonville, Some Observations on Hip 

ures, 

ts. Kenneth Phillips and Ammon Buist Litterer, Miami, Diagnostic 
alue of the Neutralizing Function of the Stomach. 

r. Theodore F. Hahn Jr., DeLand, Gonococcal Peritonitis of the Right 

pv per Quadrant. 

- Elijah T.. Sellers, Jacksonville, Some Observations of Treatment 
with sulfanilamide. 

T. Louie M. Limbaugh, Jacksonville, Protamine Insulin in the Treat- 
ment of Diabetes Mellitus. 

Bie Daniel Amerise, Coral Gables, Treatment of Poisonous Snake 


: Duncan T. McEwan, Orlando, Stricture of the Rectum in Lympho- 
Pathia Venereum. 
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GEORGIA 


Society News.—The Fulton County Medical Society was 
addressed October 21 by Dr. Arthur Park McGinty, Atlanta, 
among others, on “The Comparative Effects of Pregnancy and 
Phrenic Nerve Interruption on the Diaphragm with Their 
Relation to Pulmonary Tuberculosis.” Justin M. Andrews, 
Sc.D., Baltimore, discussed “Malaria Control in the South” 
before the Southwest Georgia Public Health Association in 
Valdosta, September 2. 


Changes in the Faculty at Georgia.—The University of 
Georgia’ School of Medicine announces the appointment, Octo- 
ber 1, of the following clinical teachers with the title of asso- 
ciate professor and in charge of the departments indicated : 


Dr. Richard Frank Slaughter Jr., formerly of Norfolk, Va., neuro- 
surgery. 

Dr. Hervey M. Cleckley, Augusta, psychiatry. 

Dr. Lucius N. Todd, Waverly Hills, Ky., tuberculosis. 

Dr. Perry P. Volpitto, New York, anesthesia. 


IDAHO 


State Medical Election.—Dr. Frank C. Gibson, Potlatch, 
was chosen president-elect of the Idaho State Medical Asso- 
ciation at its recent annual meeting in Boise, and Dr. Arthur 
C. Jones, Boise, was installed as president. Dr. Harold W. 
Stone, Boise, was reelected secretary. It was decided to hold 
the next annual meeting of the association at Sun Valley. 


Society News.—The Pocatello Medical Society was 
addressed in Pocatello, October 7, by Dr. Abram M. Newton, 
Pocatello, on “Fractures of the Femur.” <A proposal to com- 
bine the society with the Idaho Falls Medical Society for the 
purpose of holding two major meetings each year, the pro- 
grams to be given by notable speakers, was discussed at the 
recent meeting. 





ILLINOIS 


Acting State Health Officer—Dr. Frank J. Jirka, since 
1933 health officer of Illinois, has resigned to reenter private 
practice in Chicago. Dr. Albert C. Baxter, assistant director 
of the department since Feb. 1, 1930, has been appointed acting 
director. Dr. Jirka’s resignation was to be effective Septem- 
ber 1, according to a recent announcement, but he continued 
in office during the outbreak of infantile paralysis. Dr. Baxter 
graduated from the University of Michigan Medical School, 
Ann Arbor, in 1907. 

Chicago 

New Tumor Institute—Coutard and Cheatle Come to 
Chicago.—Organization of the Chicago Tumor Institute, 
chartered in Illinois, not for profit, to conduct research on the 
causes, diagnosis and treatment of cancer and to instruct and 
assist physicians, surgeons, clinics and hospitals in the diagnosis 
and treatment of cancer, has been announced. The trustees 
include: Dr. Ludvig Hektoen, Arthur H. Compton, Ph.D., 
Dr. Max Cutler, Mr. Modie J. Spiegel Sr., Mrs. Margaret 
Pirie Beacom, Mrs. Francis Neilson, Mrs. Arthur Meeker, 
Mr. Alfred Busiel and Mr. Roy C. Osgood, all of Chicago. 

Dr. Hektoen, director of the John McCormick Institute for 
Infectious Diseases, and recently appointed member of the 
council of the National Cancer Institute, has been elected presi- 
dent of the board of the Chicago Tumor Institute. Dr. Compton, 
professor of physics at the University of Chicago, has been 
elected vice president; Roy C. Osgood, vice president of the 
First National Bank of Chicago, treasurer, and Mr. Louis P. 
Haller, secretary. Mr. Maurice Berkson has acted as counsel 
in the organization of the institute. The institute will be 
directed by a scientific committee, consisting of Dr. Cutler; 
Dr. Henri Coutard of the Curie Institute, Paris, France; Sir 
George Lenthal Cheatle, London, England; Dr. Compton, and 
Dr. Hektoen. 

Plans have been completed for the remodeling of the building 
at the southeast corner of Dearborn and Elm streets, which 
will house the activities of the institute. The building is to 
be ready for occupancy and the institute will begin to function 
about March 1, 1938. The institute will be equipped with 
research laboratories, and modern x-ray and radium equipment. 
Dr. Coutard, now in Paris, will return to Chicago about Novem- 
ber 10. At the request of the California Institute of Technology, 
the Chicago Tumor Institute has granted Dr. Coutard leave of 
absence for three months in order to carry on research with 
the 1,000,000 volt x-ray machine in the laboratory of Prof. 
Robert A. Millikan at Pasadena, but he will return to Chicago 
at the time of the opening of the new institute about March 1 
next. Sir Lenthal is now in Chicago and will spend most of 
h’s time in laboratory research and in graduate instruction. 
Dr. Cutler resigned as director of the tumor clinic at Michael 
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Reese Hospital, September 15, to direct the institute. One of 
the important functions of the institute is to train physicians 
and surgeons desiring to specialize in the diagnosis and treat- 
ment of cancer. Two members of the staff of the Peiping 
Union Medical College, supported by the China Medical Board 
of the Rockefeller Foundation, have already arrived in this 
country to take their training at the Chicago Tumor Institute. 
Although the scope of the activities of the institute will be 
national, the contributions to its funds have been made entirely 
by citizens of Chicago. 

New X-Ray Department at St. Luke’s Hospital.—The 
formal opening of the new x-ray department at St. Luke’s Hos- 
pital took place October 23. In the evening, with Dr. Edward 
L. Jenkinson, director, department of radiology at the hospital, 
as chairman, the following program was presented: 

Charles H. Schweppe, president, board of trustees, address of welcome. 

Dr. Selim W. McArthur, president, medical staff, The Development of 
the X-Ray Department and Its Future. 

Dr. Arthur R. Elliot, senior member of the medical staff, The Medical 
Uses of the X-Rays. 

Dr. Byrl R. Kirklin, Rochester, Minn., The X-Rays in Medicine and 
Some Indications for Their Employment in the Diagnosis of Gastro- 
Intestinal Diseases. 

Dr. Arthur U. Desjardins, Rochester, Minn., Radiotherapy for Inflam- 
matory Conditions. 

The new department occupies the entire second floor of the 
main building of the hospital and three rooms on the nineteenth 
floor with a reserve film storage room on the roof represent- 
ing altogether an investment of about $140,000. Sixteen rooms 
are assigned for the making of roentgenograms or the treat- 
ment of patients; twelve others are used for allied purposes, 
such as a waiting room for patients or their visitors, a con- 
sultation room, linen closet and offices. A feature of the 
department is a bronchoscopy room, equipped with a biplane 
fluoroscope, said to be the only one of its kind west of 
Philadelphia. It has a built-in operating table. Two rooms 
are devoted to supervoltage therapy for deep-seated cancer. 
Ordinarily voltages of from 400,000 to 500,000 will be used, 
but 850,000 volts constant potential can be developed when 
necessary. One therapy room is equipped with a shock-proof 
couch so that the patient may be treated from above or below 
with voltages as high as 200,000. The x-ray photographic 
rooms have machines for all kinds of specialized work. There 
is a machine for serial films of the stomach taking twelve 
exposures on one film to show the movements of the stomach 
or intestine. There is also a museum where films and reduc- 
tions are stored and indexed for teaching purposes. 


IOWA 


Society News.—Dr. William E. Chamberlain, Philadelphia, 
will discuss “Low Back Pains” before the Linn County Medical 
Society, Cedar Rapids, November 4, among other speakers. 
The society was addressed, October 8, by Drs. John M. 
Wheeler, New York, on “Effective Plastic Operations for 
Deformities About the Eyes”; Meyer Wiener, St. Louis, 
“Things Which the General Practitioner Should Know About 
Ophthalmology,” and Joseph Norman Bickert, Cedar Rapids, 
“Use of Electrocoagulation in the Treatment of Cervicitis and 
Endocervicitis.” At a meeting of the Johnson County Medi- 
cal Society in Iowa City, October 6, Dr. Azel Ames Jr., lowa 
City, discussed “Suction Treatment in Empyema.” The Lee 
County Medical Society was addressed in Fort Madison, Sep- 
tember 23, by Drs. Horace M. Korns, on “Diagnosis and 
Treatment of Peripheral Vascular Disease’; Ruben Nomland, 
“Diagnosis and Treatment of Common Skin Diseases,” and 
Julian D. Boyd, “After-Care in Children’s Diseases”; all are 
of Iowa City. The medical and dental societies of Marion 
County held a joint meeting at Pleasantville, September 23; 
speakers included Dr. Donald B. Williams, Knoxville, on 
poliomyelitis. Dr. William C. Buchbinder, Chicago, dis- 
cussed “The Treatment of Peritonitis” before the Austin Flint- 
Tri-District Medical Society in Charles City, September 9—— 
Dr. Samuel M. Feinberg, Chicago, addressed the Woodbury 
County Medical Society at Sioux City, October 13, on “Prob- 
lems in the Management of the Asthmatic.” 


MAINE 


Society News.—Dr. Thomas A. Foster, Portland, discussed 
“The Care and Treatment of the New-Born” before the Frank- 
lin County Medical Society, September 13——-At a meeting 
of the Kennebec County Medical Association, September 8, 
Dr. Albert Warren Stearns, Boston, discussed “Revolutionary 
Medicine—A Note on the Beginning of Organized Medicine 
in New England.”——A recent meeting of the Somerset County 
Medical Society in Lakewood was addressed, among others, 
by Dr. Charles W. Steele, Auburn, on “Treatment of Cardiac 
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Incompetence and Hypertension.”.——The Washington County 
Medical Society was addressed at St. Stephen, N. B., recently 
by Drs. Charles H. Best, Toronto, on “Thrombosis Formation” 
and Frank Scott, Toronto, “Malignancy of the Esophagus,” 


MARYLAND 


The Dohme Lectures.— Einar Lundsgaard, professor of 
physiology, Institute of Medical Physiology, University of 
Copenhagen, Denmark, will deliver the Dohme Lectures at the 
Johns Hopkins University School of Medicine, Baltimore 
November 10-12. The titles of the lectures are: 


The Chemistry of the Anaerobic Muscular Contraction. 
The Metabolism of the Aerobic Working Muscles. 
The Metabolism of the Isolated Liver. 


MASSACHUSETTS 


Hospital News.—Dr. Andrew C. Ivy, Nathan Smith Dayis 
professor of physiology and professor of pharmacology, North- 
western University Medical School, Chicago, gave a lecture at 
the Massachusetts General Hospital, October 8, on “Oral 
Enzyme Therapy and Bile Formation.” 


The Dunham Lectures.—Dr. Corneille Heymans, profes- 
sor of pharmacology, University of Ghent, Belgium, will 
deliver three lectures at Harvard University Medical School, 
Boston, under the Edward K. Dunham Lectureship for the 
Promotion of the Medical Sciences. His subjects will be: 


November 8, The Mechanisms of Vasomotor Tone and Blood Pressure 
Regulation. 

November 10, The Mechanisms of Vasomotor Tone and Blood Pressure 
Regulation (continued). 

November 12, The Role of the Aortic and Carotid Sinus Pressoreceptors 
and Chemoreceptors in the Reflex Control of Respiration. 


MINNESOTA 


Society News.—At a meeting of the East Central Minne- 
sota Medical Society in Braham, September 22, Dr. Thomas 
A. Peppard, Minneapolis, discussed “Use of Digitalis and 
Quinidine in Heart Diseases” and Dr. Otto Yoerg, Minneap- 
olis, “Improved Treatment of Fractures of Os Calcis.”—— 
Among others, Dr. James F. Weir, Rochester, addressed the 
Wabasha County Medical Society, October 7, on “The Medical 
Treatment of Diseases of the Gallbladder.”.——Dr. Gordon R. 
Kamman discussed “Bromides, Their Use and Abuse” before 
the Minnesota Academy of Medicine in St. Paul, October 13, 
and Drs. Herbert Z. Giffin and Charles H. Watkins, Roches- 
ter, presented a paper entitled “The Effect of the Administra- 
tion of Yellow Bone Marrow in Leukopenic States.” — 
Dr. John C. McKinley, Minneapolis, delivered the presidential 
address before the Minnesota Pathological Society at its annual 
meeting, October 19, on “The Pathologic Physiology of the 
Cerebellum.” 

Changes in the Faculty at Minnesota. — New appoiit- 
ments to the University of Minnesota Medical School, Minne- 
apolis, include the following : 

Dr. Wesley W. Spink, formerly of Harvard University Medical School, 
Boston, assistant professor of medicine. : s 

Dr. -Burtrum C. Schiele, formerly of Cornell University Medical 
College, New York, assistant professor in the division of nervous and 
mental diseases. : 

Leo T. Samuels, Ph.D., formerly of the University of Southern Cali- 
fornia School of Medicine, Los Angeles, assistant professor of physio- 
logic chemistry. 

Ancel B. Keys, Ph.D., has been transferred from the depart- 
ment of physiologic chemistry in the Mayo Foundation of the 
University of Minnesota Graduate School to an associate pro 
fessorship in the department of physiology of the 
school. According to Dr. Harold S. Diehl, dean of 
sciences, Dr. Keys will develop a teaching and research pfo- 
gram in physiology and school health for students majoring 
in physical education, which will provide an opportunity for 
graduate work in these fields and for research in the physt- 
ology of normal activity. 


MISSISSIPPI 


Gulf Coast Clinical Society.—The annual meeting ¢ = 
Gulf Coast Clinical Society will be held at the Buena 
Hotel, Biloxi, November 3-4. The following program W 


presented : : ie 
Dr. Joseph E. Green, Laurel, president-elect, state medical association, 
The Economic and sing ees of the gag = gg Medical 

Dr. Edward S. Sledge ile, president, Alabama 
Association, The Clinical Value and Limitations of Electrocardiog- 


aphy. ; ? . 
Dr. "Raieed Jelks, Jacksonville, president, Florida Medical Associ 

tion, The Diagnosis of Gastro-Intestinal Cancer. Public 
Dr. Raymond A. Vonderlehr, assistant surgeon eneral, 


U. S. of 
Health Service, Washington, D. C., The Public Health Control 
Dr. ( eon ok Rosser, Dallas, Texas, V 


enereal Diseases of the Anorectul. 
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Col. Charles F. Craig, New Orleans, Treatment of Malaria. 

Dr. Horton R. Casparis, Nashville, Tenn., The Mental Health Problem 
in Children. é * 

Dr. William C. Chaney, Memphis, How Is the General Practitioner to 
Diagnose Food Idiosyncrasies? ae 
Dr. Morris Edward Davis, Chicago, Use and Abuse of Cesarean Section. 
Dr. Lucius E. Burch, Nashville, Tenn., Sterilization of Obstetrical 

Patients in Vanderbilt University Hospital from 1925 to 1937. 

Dr. Charles H. Heacock, Memphis, Radiation Treatment of Cancer of 
the Breast. ; : 

Dr. sy M. Balyeat, Oklahoma City, Therapeutic Value of Intra- 
tracheal Use of Iodized Oil Combined with Eliminative Measures 
and Specific Desensitization in the Treatment of Intractable Asthma, 
Chronic Bronchitis and Bronchiectasis. - : 

Dr. Edward W. Alton Ochsner, New Orleans, Peripheral Vascular 
Disease. : ’ ae 

Dr. Karl A. Meyer, Chicago, Abdominal Injuries. 

Dr. J. Grafton Love, Rochester, Minn., Intractable Low Back and 
Sciatic Pain Due to Protrusion of the Lumbar Intervertebral Disks: 
Diagnosis and Surgical Treatment. 

Dr. Morris Fishbein, Editor of THe JourNAL, Chicago, will 

address the banquet session in the evening on “Social Aspects 


of Medical Care.” 
MISSOURI 


Large Outbreak of Epidemic Encephalitis.—A total of 
412 cases of encephalitis with ninety-eight deaths were reported 
to the health division of the St. Louis Department of Public 
Welfare between June 30 and October 18. Of these cases 324 
were in residents of St. Louis and eighty-eight were nonresi- 
dent cases, mostly in St. Louis County, brought into the city 
for hospitalization. Of the total number of deaths, eighty-six 
occurred in resident cases and twelve in nonresident. The case 
fatality rate for all cases was 23.7 per cent, including October 
18. Of the total number of deaths, 87.7 per cent occurred in 
persons over 50 years of age; most of the deaths occurred in 
the 50-59 and 60-69 age groups. The first case of the recent 
outbreak was reported to the health division on June 30. The 
outbreak did not really get under way until mid-August, when 
thirteen cases were reported for the week ended August 21. 


From then on the incidence by weeks was as follows: 
Week Ended Number of Cases 
eegust QW ie aes pew ou cle dee es.ce bebe vem oearereaes 36 
Bemtember Opis asic os cavede ass cewkdwncatas cadens se 52 
meptemhéel Be cia nce see sicanonGeuaaesav evans Coe Weis ae 76 
metembee Se cswwkvee cb ks eek Ol dat Caaetie camu ace 76 
eptember Ga isacchs Ve sk ews ckdac en Sede eee case euee 65 
Metoher Boa cieptes ee clee Use eF tree eae we between 54 
metober, Docs wach 4 ee eae cee coat eearetb es ouneewas 26 
meetober 36) 56 cee ns kad cot es Sats a nn eee ees 8 


The peak was reached September 7, when twenty-five cases 
were reported. After this date the incidence slowly decreased 
to an average of ten cases daily until October 9, when the 
incidence dropped sharply to an average of one case a day. 
According to Dr. J. Earl Smith, epidemiologist, occasional 
cases continue to be reported. The recent outbreak was similar 
in all respects to the 1933 outbreak save for a slightly higher 
incidence among the younger age group and the smaller number 
ot cases reported. Research in the medical schools identified 
the causative virus of the present outbreak as being identical 
with the virus that caused the epidemic in 1933. According to 
Dr. Smith, epidemic encephalitis is now apparently endemic in 
the St. Louis area and future outbreaks are anticipated. Thus 
far no new epidemiologic information can be added to that of 
the epidemic in 1933. When the present outbreak definitely 
subsides, an official report will be made. 


NEVADA 


State Medical Election. — Dr. Walter H. Frolich, East 
ly, was named president-elect of the Nevada State Medical 
Association at its annual meeting in Ely September 24-25 and 
t. Harry W. Sawyer, Fallon, was inducted into the presi- 
dency, Dr. Horace J. Brown, Reno, was unanimously reelected 
‘cretary. The next annual meeting will be in Reno. The 
association adopted a resolution expressing “opposition to and 
tnwillingness to cooperate in any plan that involves federal 


— and control of medical practice in the United 
s. 


NEW YORK 


uersonal. — Dr. Richard Slee, White Plains, first deputy 
commissioner of Westchester County since 1930, retired 
ober 1. Dr. Slee was for many years an officer of the 
-S. Army Medical Corps and was a district health officer 


¢ the state health department before his appointment in West- 
ster County. 


Lemley News.—Drs. Stanley P. Reimann, Philadelphia, and 
Ge ete Buffalo, addressed the Medical Society of the 


—Dr. FE 
quarterly 


Nassau, October 19, in Garden City, L. I., on cancer. 
rest L. Stebbins, Rochester, was the speaker at the 
meeting of the Ontario County Medical "Society, 
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Canandaigua, October 12, on “Source, Diagnosis, Clinical 
Course and Treatment of Some of the More Common Strep- 


tococcus Infections.” 
New York City 


Dr. McEwen Appointed Dean at New York Univer- 
sity.—Dr. Currier McEwen, secretary and assistant dean of 
New York University College of Medicine since 1932, has 
been appointed dean to succeed the late Dr. John Wyckoff. 
Dr. McEwen was graduated from the college in 1926 and after 
a two year internship at Bellevue Hospital spent four years 
in research at Rockefeller Institute for Medical Research and 
at the Pathological Institute of the University of Leipzig. He 
is 35 years old. He is associate visiting physician at Belle- 
vue Hospital, chief of the arthritis subdivision of the univer- 
sity’s medical clinic, visiting physician of the research division 
of chronic diseases of the city department of hospitals, and 
assistant professor of medicine at the college. 


Program of the Graduate Fortnight.—The tenth annual 
Graduate Fortnight of the New York Academy of Medicine 
will be presented November 1-12. Clinics will be held during 
the days at various hospitals and evening meetings at the acad- 
emy building, 2 East One Hundred and Third Street. Speak- 
ers at the evening sessions will be: 

Dr. Alfred N. Richards, Philadelphia, the Wesley M. Carpenter lecture, 

Physiology of the Kidney. 

Donald D. Van Slyke, Ph.D., New York, Tests for Kidney Function. 

Dr. Dana W. Atchley, New York, Edema and Its Treatment. 

Dr. Arthur M. Fishberg, New York, Uremia and Pathology of Kidney 

Function. 
Dr. Milton C. Winternitz, New Haven, Conn., Pathology of Vascular 
Disease. 

Dr. George Baehr, New York, Pathology of Nephritis. 

Dr. Robert F. Loeb, New York, Clinical Aspects of Nephritis. 

Dr. Irvine H. Page, Indianapolis, Nature of Hypertension. 

Dr. Herman O. Mosenthal, New York, Clinical Aspects of Hyper- 

tension, Including Malignant Hypertension. 

Dr. George J. Heuer, New York, Evaluation of the Surgical Treatment 

of Hypertension. 

Dr. Albert A. Epstein, New York, The Nephroses. 

Dr. William W. Herrick, New York, Vascular and Renal Complications 

of Pregnancy. 

Dr. Kari A. Menninger, Topeka, Kan., The Emotional Factors in 

Hypertension. 

Dr. William F. Braasch, Rochester, Minn., Pathogenesis and Treatment 

of Renal Infections. 

Dr. Hugh Cabot, Rochester, Minn., Renal and Perirenal Infections. 

Dr. John R. Caulk, St. Louis, Renal Tuberculosis. 

Dr. Linwood D. Keyser, Roanoke, Va., Calculus Disease; the Forma- 

tion of Stones. 

Dr. Henry G. Bugbee, New York, Clinical Aspects of Calculus Disease. 

Dr. William C. Quinby, Boston, Mass., Hydronephrosis and Pyo- 

nephrosis. 

Dr. John D. Lyttle, New York, Bright’s Disease in Children. 

Dr. Meredith F. Campbell, New York, Common Urologic Diseases in 

Children. 

Dr. Benjamin S. Barringer, New York, Radiotherapy of Tumors of 

the Urinary Tract. 

Dr. Archie L, Dean Jr., New York, Tumors of the Kidney and Ureter. 

Dr. Edwin Beer, New York, Tumors of the Urinary Bladder. 

Dr. William E. Lower, Cleveland, Pathologic Physiology of Bladder 

Neck Obstruction. 
Dr. Joseph F. McCarthy, New York, Transurethral Resection of 
Bladder Neck Obstruction. 

Dr. Hugh H. Young, Baltimore, Surgical Treatment of Obstructions 

at the Neck of the Bladder. 


NORTH CAROLINA 


Symposium on Gynecology, Obstetrics and Pediatrics. 
—Duke University School of Medicine and Duke Hospital, Dur- 
ham, announce a graduate symposium on gynecology, obstetrics 
and pediatrics to be given November 11-13. The program 
includes the following speakers, among others: Drs. Horton 
R. Casparis, Nashville, Tenn.; Willard R. Cooke, Galveston, 
Texas; Julius H. Hess, Chicago; Howard F. Kane, Wash- 
ington, D. C.; Foster S. Kellogg, Boston; George W. Kos- 
mak, New York; Esther L. Richards, Baltimore, and Charles 
H. Smith, New York. 


OHIO 


Annual Graduate Day in Toledo.—The Medical Institute 
of the University of Toledo will present the fourth annual 
Postgraduate Day Friday, November 19, with Drs. Frank H. 
Lahey and Lewis M. Hurxthal, Boston, as the speakers. 
Dr. Lahey will discuss the surgical aspects of hyperthyroidism 
and Dr. Hurxthal the medical aspects. 


Courses in Venereal Disease Control.—Graduate courses 
in venereal disease control have been instituted by Western 
Reserve University School of Medicine, Cleveland, under 
authority of the state director of health and the U. S. Public 
Health Service. Health officers and physicians in the follow- 
ing states are eligible: Ohio, Michigan, Indiana, Illinois, Wis- 
consin, Minnesota, Iowa, Missouri, Kansas, Nebraska, North 
and South Dakota. Students may enter the course at any 
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time when a vacancy exists, usually for a duration of three 
or four months. Visitors may be admitted for shorter periods 
if they can be accommodated. The training will be informal 
and adapted to the needs of those taking the course, according 
to the announcement. Physicians who wish to take the courses 
should apply through their state health departments to the 
state director of health of Ohio. Application blanks may be 
obtained from Dr. Calvin C. Applewhite, regional consultant 
for the U. S. Public Health Service, Room 314, U. S. Court 
House, Chicago. 


PENNSYLVANIA 


State Medical Election—Dr. David W. Thomas, Lock 
Haven, was named president-elect of the Medical Society of 
the State of Pennsylvania at the annual meeting in Philadel- 
phia, October 5-8, and Dr. Frederick J. Bishop, Scranton, was 
installed as president. Dr. Walter F. Donaldson, Pittsburgh, 
was reelected secretary. Next year’s meeting will be in 
Scranton. 

Philadelphia 

Mr. H. K.- Mulford Dies.—Mr. Henry Kendall Mulford, 
director of the research and biological laboratories of the 
National Drug Company since 1926 and president of the Mulford 
Colloid Laboratory, died October 15, aged 71. Mr. Mulford 
graduated from the Philadelphia College of Pharmacy in 1887 
and founded the H. K. Mulford Company in 1890. He retired 
from the presidency of that company in 1918. 

Symposium on Sulfanilamide.—A program of papers on 
“Chemotherapy in Streptococcic and Gonorrheal Infections” 
was presented before the Philadelphia County Medical Society 
October 13 by Drs. Thomas Fitz-Hugh Jr., who discussed 
untoward reactions of sulfanilamide therapy; Harry P. Schenck, 
sulfanilamide in otolaryngology, and Dickinson Sergeant 
Pepper, sulfanilamide management of outpatient gonorrhea. 
Dr. Percy S. Pelouze led the discussion of the papers. 

Society News.—Speakers who addressed the Philadelphia 
Neurological Society October 22 were Drs. Harry M. Zim- 
merman, New Haven, Conn., on “Newer Aspects of the Ner- 
vous Disorders in Avitaminosis”; Katherine O’Shea Elsom, 
Haverford, Pa., “B Avitaminosis in Clinical Medicine,” and 
Fritz J. Lewy, “Neurologic Aspects of B Avitaminosis.” 
At a meeting of the Northern Medical Association October 18 
the speakers were Drs. Pascal F. Lucchesi on “Prevention and 
Treatment of Exanthemata”; John S. Lockwood, “Indications 
and Contraindications for Sulfanilamide,” and Hobart A. Rei- 
mann, “The Pneumonias.” The committee on maternal 
welfare of the Philadelphia County Medical Society presented 
the program at a meeting of the society October 27, with the 
following physicians as speakers: Drs. Thaddeus L. Mont- 
gomery, Newlin Fell Paxson, Alberta Peltz, Robert A. Kim- 
brough Jr., James Marsh Alesbury. 


TEXAS 


Public Health Meeting in Dallas.—The fifteenth annual 
meeting of the Texas Public Health Association will be heid 
at the Hotel Adolphus, Dallas, November 1-3. Among the 
speakers listed on the preliminary program are: 

Henry F. Vaughan, Dr.P.H., Detroit, Finding the Early Case of 

Tuberculosis. 

Dr. Reginald M. Atwater, New York, Today’s Trends in Public Health. 

Dr. Matthew R. Kinde, Marshall, Mich., subject not announced. 

= James V. Allred, Austin, Full Steam Ahead for Health Work in 

> xas. 

Dr, Calvin R. Hannah, Dallas, How We Can Save Texas Mothers and 

abies. 

Graduate Assembly in Houston.—The eighth, ninth and 
tenth councilor districts of the State Medical Association of 
Texas will hold their sixth annual Post-Graduate Medical 
Assembly of South Texas November 2-4 at Houston. The 
following lecturers have been announced: Drs. Nathaniel G. 
Alcock, Dean M. Lierle and William Malamud, Iowa City; 
Carl E. Badgley, Ann Arbor, Mich.; Claude S. Beck and 
Russell L. Haden, Cleveland; Nicholson J. Eastman and 
Charles F. Geschickter, Baltimore; Tinsley R. Harrison, Nash- 
ville, Tenn.; Emile F. Holman, San Francisco; Albert Graeme 
Mitchell, Cincinnati; Quitman U. Newell and Lawrence T. 
Post, St. Louis; George E. Shambaugh Jr., Chicago; William 
D. Stroud, Philadelphia, and Georgiana M. Dvorak Theobald, 
Oak Park, Ii. 








VERMONT 


State Medical Election.—Dr. Frank C. Phelps, Vergennes, 
was elected president of the Vermont State Medical Society at 
the annual meeting October 13. Dr. Leon E. Sample, St. 
Albans, was elected vice president and Dr. Benjamin F. Cook, 
Rutland, secretary. The 1938 meeting will be in Burlington. 
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GENERAL 


Society News.—Dr. George M. Coates, Philadelphia, was 
chosen president-elect of the American Academy of Ophthal- 
mology and Oto-Laryngology at the annual meeting in Chj- 
cago October 11-15 and Dr. Harry S. Gradle, Chicago, was 
installed as president. The following were elected vice presj- 
dents: Drs. Ernest M. Seydell, Wichita, Kan.; Webb W 
Weeks, New York, and John H. Foster, Houston, Texas. The 
1938 convention will be held in Washington, D. C—The 
American Proctologic Society will hold its next annual meet- 
ing at the St. Francis Hotel, San Francisco, June 11-13 
1938. Dr. Granville S. Hanes, Louisville, Ky., will deliver 
the first annual Joseph M. Matthews address. Guests spon- 
sored by members of the society will be admitted to the ses- 
sions. Dr. Alphonse R. Dochez, New York, was elected 
president of the American Clinical and Climatological Asgso- 
ciation at its annual meeting, October 12, and Dr. Francis 
M. Rackemann, Boston, was reelected secretary. The next 
annual session will be held in Atlantic City, May 2-4, 1938 


Pan American Cruise Congress.—The Queen of Bermuda 
will sail from New York January 15 for the seventh cruise 
congress of the Pan American Medical Association and will 
return January 31. There will be five days of scientific meet- 
ings in Havana and stops will also be made at Port au Prince, 
Haiti; Trujillo City, San Domingo, and San Juan, Puerto Rico, 
All the countries to be visited have extended official invitations 
to the association to be their guests and plans for entertain- 
ment are being made, according to an announcement. Chair- 
men of the sections of the association, which will hold meetings 
on shipboard as well as in Havana and in the other ports, have 
been announced as follows: 

Tropical medicine, Col. Charles F. Craig, New Orleans. 

Thoracic section, Dr. Jay Arthur Myers, Minneapolis. 

General medicine, Dr. Howard R. Hartman, Rochester, Minn. 

Public health, Dr. Claude W. Munger, New York. 

Gynecology and obstetrics, Dr. Henry Dawson Furniss, New York. 

Orthopedic surgery, Dr. John Royal Moore, Philadelphia. 

General surgery, Dr. William D. Haggard, Nashville, Tenn. 

Otorhinolaryngology, Dr. William E. Sauer, St. Louis. 

Cancer, Dr. James Ewing, New York. 

Radiology, Dr. Edwin C. Ernst, St. Louis. 

Urology, Dr. Elmer Hess, Erie, Pa. 

y laa neurosurgery and psychiatry, Dr. Foster Kennedy, New 

OTK. 

Ophthalmology, Dr. Webb W. Weeks, New York. 

Dermatology and syphilology, Dr. Elmer B. Tauber, Cincinnati. 

Pediatrics, Dr. Orville E. Barbour, Peoria, III. 

Physical medicine, Dr. William Bierman, New York. . 

Industrial medicine and surgery, Dr. John B. Lauricella, New York. 

Dentistry, Alfred Walker, D.D.S., New York. 

Dr. Alberto Inclan, Havana, is president of the association 
and Dr. Joseph J. Eller, New York, is director general. 








Government Services 


Dr. Whitehead Retires from Bureau of Air 
Commerce 


Dr. Roy E. Whitehead, medical director of the medical sec- 
tion of the bureau of air commerce, Washington, D. C, has 
resigned, newspapers report. He had held the position since 
November 1933. Dr. Eldridge S. Adams, Washington, D. C, 
whom Dr. Whitehead originally succeeded, has been appointed 
acting head of the section, it was stated. 


Openings for Physicians at St. Elizabeths Hospital 


Examinations for two positions as junior medical officer at St. 
Elizabeths Hospital, one a rotating internship and the other 4 
psychiatric residency, are announced by the U. S. Civil Service 
Commission. Salaries will be $2,000 a year. For the r 
internship applicants must be fourth year students in grade sl 
medical schools; for the residency they must have ¢ 
four years of study in a grade A school not prior to i. 
1935, and must have the degree of M.B. or M.D. sl 
have completed an internship of one year except that applica 
“tions will be accepted from persons now serving an accredited 
rotating internship. Full information about these exal , 
may be obtained from the secretary of the U. S. Civil Serv vs 
Board of Examiners at the postoffice or customhouse 
city that has a postoffice of the first or second class OF 0 
the commission at Washington, D. C. Applications yd 
received not later than November 29 from states east 
rado and December 2 from Colorado and westward. 


See ewes eI|T eee s ze. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Oct. 2, 1937. 
Differential Diagnosis of Mediastinal Tumors 


At the Royal Society of Medicine, Dr. N. L. Rusby dis- 
cussed the differential diagnosis of mediastinal tumors. He 
pointed out that the history of the patient was important in 
distinguishing a tumor of the mediastinum. A history of spe- 
cific disease years previously may engender great caution in 
diagnosing tumor rather than aneurysm of the aorta. The 
history of intimate contact with a phthisical parent may in a 
seedy looking child suggest tuberculous mediastinal lymphade- 
nitis as the cause of a dry, hacking cough, rather than Hodg- 
kin’s disease or lymphosarcoma of the thymus. Benign tumors 
of the mediastinum may cause no symptoms whatever. At the 
end of the last century, before the advent of x-rays, they were 
commonly found during the routine necropsy, while today they 
are sometimes revealed by the roentgenogram taken to exclude 
phthisis in a tuberculous contact. When symptoms do become 
manifest they are the result of either pressure of the tumor 
within the thorax or supervention of some complication, such 
as hemorrhagic infection or a bronchial fistula. The dermoid 
cyst is the only tumor of the mediastinum that has a pathog- 
nomonic symptom. The Chinese woman quoted by Eloesser 
would not have spent two years in.a sanatorium in conse- 
quence of repeated hemoptysis, presumed to be due to a small 
tuberculous focus at the hilus, if more attention had been paid 
to her husband’s statement that she occasionally spit up hairs. 

The physical examination may ‘or may not reveal the pres- 
ence of disease. In the absence of roentgenologic support, 
physical signs are open to misinterpretation. Numerous 
instances are recorded of mediastinal cysts being mistaken for 
pleural effusions, encysted empyemas, bronchiectasis, phthisis 
and other conditions. When once infection of a cyst has 
occurred, the resemblance to an empyema is close: the toxic 
appearance with high fever and clubbing of the fingers asso- 
ciated with signs of fluid in the chest has often led the physi- 
cian to seek surgical aid. But even rib resection and drainage 
do not necessarily reveal the true nature of the condition. 
Before metastases are evident and cachexia supervenes it is 
often impossible to distinguish between a benign and a malig- 
nant tumor of the mediastinum, although to do so early is 
important. Two points of value in forming an opinion have 
been pointed out by Harrington (Surg., Gynec. & Obst. 51: 
647 [Nov.] 1930). A benign tumor of the mediastinum may 
attain a large size without causing any pain. But a small 
malignant tumor may produce great pain. Secondly, Horner’s 
syndrome occurs more frequently in malignant than in benign 
tumors, 

Roentgenologic investigation is of the greatest service. A 
simple anteroposterior view usually is inadequate and tells little 
more than which side of the chest is affected. But when com- 
bined with a straight lateral view valuable information is 
obtained as to the shape and size of the tumor, whether its 
edge is clear cut or ill defined, homogeneous or nodular and 
—what is very important—whether the tumor lies in the ante- 
hor or the posterior compartment of the mediastinum. Oblique 
views often give a better idea of the structure to which the 
tumor is adherent. Screening may demonstrate pulsation. 
Roentgenologic examination combined with artificial pneumo- 
thorax may show the relation of the mass to the pleural space 
and whether it lies within or outside the lung substance. Con- 
trast roentgenography with iodized oil is often useful. A com- 
lication by no means rare is secondary bronchiectasis. It is 
frequently difficult to decide whether certain symptoms, such 
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as hemoptysis or thick purulent sputum, come from the cyst 
or the bronchiectasis to which it has given rise—a fact which 
is important from the standpoint of surgical treatment. It may 
be decided by comparison, with the sputum, of fluid withdrawn 
by tapping the cyst. If doubt still exists, injection of methyl- 
ene blue into the cyst will disclose the presence of a bronchial 
fistula by tinting the sputum. Another way of solving the 
problem is by injection of iodized oil. 


' The National Health Campaign 


At a reception held by the Central Council for Health Edu- 
cation at the London School of Hygiene and Tropical Medi- 
cine, the prime minister, Mr. Neville Chamberlain, inaugurated 
the national campaign to encourage the wider use of health 
services. He described the gathering, at which many mayors 
and chairmen of county and district councils were present, as 
the largest one of responsible and influential members of local 
authorities that had ever been known. Great Britain was 
fortunate in having services and facilities for improving the 
health of the people which had not been surpassed by any other 
country in the world. But we had not succeeded in ensuring 
that those services were used to the full. Hence the need for 
this national campaign. We had antepartum clinics, infant wel- 
fare centers, tuberculosis dispensaries, facilities for the treat- 
ment of venereal diseases, school medical and dental services 
and our milk in schools scheme. We were adding to these 
services every year. Within the last few months we had made 
arrangements that qualified midwives on a whole-time salary 
basis would be available for attendance on women in their own 
homes. 

Already encouraging results had been achieved. In the last 
fifty years the standardized death rate had been brought down 
from 18.7 to 9.2 per thousand, the infant mortality rate from 
138 to 59 and the tuberculosis mortality from 2,450 to 657 per 
million. The expectation of life of a new-born child today was 
nineteen years longer than it was when Mr. Chamberlain was 
born. But although tuberculosis was a notifiable disease, many 
cases were brought to the notice of the health officer in the 
later stages. The figures for children who attended infant 
welfare centers varied enormously. In some areas the whole 
infant population attended; in others the attendance was as 
low as 10 per cent. The same variation held for expectant 
mothers receiving antepartum care. Another striking instance 
of disregard for health was the scheme under which children 
could buy milk in the schools for half the ordinary price. 
School medical officers testified to the good effects of milk 
in improving the physique. Yet, leaving out the children who 
received free milk, less than half of the remainder bought it 
at the reduced price. The government and the Central Council 
for Health Education would therefore carry on for the next 
six months an intensive campaign of publicity and propaganda, 
in cooperation with the local authorities, who had responded 
to the project with the greatest enthusiasm. 


The Progress of Cremation 


Fourteen countries were represented at the International Cre- 
mation Congress, which has been held in London. In welcom- 
ing the delegates the lord mayor referred to the growth of 
cremation, which though one of the oldest forms of disposing 
of the dead, dates in its modern form in this country from 1874. 
Lord Horder, who was elected president of the congress, said 
that its primary purpose was to establish a permanent inter- 
national federation. The cause of cremation in many countries 
still suffered from legal restrictions. Cremation offered the 
only practical alternative to the prevailing system of burial, 
which was wasteful of ground, pagan in its perpetuation of 
the fetish of the physical body, criminal in its slipshod methods’ 
of registration, whereby it was possible for a death certificate 
to be given without the physician having seen the body, 
offensive in subjecting the body to the revolting process of 
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putrefaction, and menacing to public health in the danger of 
infection which clung to the soil. In this country, where every 
acre was precious, burial had become a luxury which we could 
not afford. To those who urged that cremation would give an 
impetus to crime he would point out that since the opening of 
the Woking crematorium upward of 100,000 persons had been 
cremated in this country, and in not one case had any suspicion 
of crime arisen. 
PARIS 


(From Our Regular Correspondent) 


Oct. 2, 1937. 

A Symposium on Pulmonary and Abdominal Infarcts 

At the July 5-7 joint meeting of the Royal College of Sur- 
geons and Académie de chirurgie, the program included the 
presentation of experimental and clinical study of infarcts of 
various viscera by members of the Académie de chirurgie. 

Prof. Raymond Grégoire reported his work on _ intestinal 
infarct. He objected to the use of the term infarct, which is 
the result of an arterial or venous obstruction. He had pro- 
visionally applied the term “inexplicable infarct” to the peculiar 
bluish or black ‘discoloration seen on the exposed coils of 
intestine which disappeared immediately after a subcutaneous 
injection of epinephrine had been given in his first case. Some 
of his conclusions are reported in an article which appeared 
in the International Journal of Surgery. This type of “inex- 
plicable infarct” forms in a few seconds without any vascular 
obstruction; hence he preferred the term “apoplexy” to that 
of infarct. The “apoplexy” may be hemorrhagic or edematous. 
Instead of being the result of a vascular obstruction, it is the 
result of such an intensive vasodilatation that it leads to rup- 
ture of capillaries and venules. This has led to the use, at 
least for intestinal and pancreatic “apoplexy,” of epinephrine 
to act as a vasoconstrictor. 

The idea that visceral apoplexies were of humoral origin 
resulted from the observation of a case which presented the 
clinical picture of acute ileus. A dark colored loop of bowel, 
about 2 feet long, presented when the abdomen was opened. 
The normal color reappeared immediately after 1 mg. of epi- 
nephrine had been given subcutaneously. The patient died 
eighteen months later of a cerebral hemorrhage. Dr. Lerat 
of Brussels operated in a similar case and the patient died six 
months later, from a cerebral hemorrhage. In his later com- 
munications, Grégoire had called attention to the fact that the 
intestinal infarct observed by him was a local manifestation 
of an anaphylactic shock just as occurred in infarcts of other 
abdominal viscera. The question arose as to how such an 
“intolerance shock” could produce hemorrhagic exudates. It 
was found that all forms of irritation of the neurovegetative 
system cause a dilatation of the capillaries, which can progress 
up to the point of rupture with infiltration of the tissues with 
blood. Hence visceral apoplexy is the result of stasis by vaso- 
dilatation due to irritation of the neurovegetative system. The 
sequels are gangrene and perforation of the viscus. The indi- 
cations for treatment are, first, to combat the shock, and, 
second, to operate as soon as possible to note the degree of 
damage to the individual viscus. Since a paresis of the capil- 
laries is the primary change, a vasoconstrictor in the form of 
epinephrine is indicated. If the exposed coil of intestine imme- 
diately regains its normal color, it can be replaced. If the 
return of circulation is questionable, the coil should be exterior- 
ized. If the coil is already black, only resection or enterostomy 
is of any avail. 

The second paper was by Prof. Pierre Duval, on postopera- 
tive pulmonary infarct. There are two varieties, from the 


standpoint of pathology,*a true form, i. e., with vascular occlu- 
sion, and a second without such occlusion, which it is advisable 
to term “apoplexy.” The latter had been studied experimen- 
tally by the physiologist Prof. Leon Binet and by himself. The 
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classic form presents the symptoms of sudden severe pain jn 
the chest, bloody expectoration and local physical signs fol. 
lowing operations under local or. general anesthesia. In the 
search for the cause of this “apoplexy” type of postoperative 
pulmonary infarct, experiments on dogs were undertaken to 
determine whether a generalized toxinemia did not occur ag 
the result of toxic products formed in the tissues devitalized 
during any operation. Polypeptides obtained from dog muscles 
were injected intravenously into dogs, or the muscles of certain 
dogs were crushed, thus releasing polypeptides into the general 
circulation. Three weeks later these dogs, sensitized to the 
toxic products of their own or homologous tissues, were given 
a second injection of polypeptides from dog’s muscle. The first 
series of injections was not followed by any pulmonary lesions, 
but in all the sensitized animals gross and microscopic exami- 
nation revealed localized foci of hemorrhagic exudation into 
the pulmonary alveoli. The complete resemblance of these 
experimental lesions to those observed in human beings has 
been demonstrated in a case of Cadenat. Thus the pulmonary 
postoperative apoplexies belong in the group of visceral “apo- 
plexies” first described by Grégoire. Perhaps the comparative 
rarity of such complications postoperatively is due to a sort 
of autogenous sensitization, which many patients possess before 
operation. 

The third paper was by H. Mondor on uterine infarct. He 
had observed this lesion in thirty cases following death from 
abortion. Other cases have been reported by Drs. Sénéque, 
Huet and Ameline of Paris. The clinical picture is a typical 
one. Often following the intra-uterine injection of soapy water 
there follow signs of shock and of generalized toxemia. The 
uterus is enlarged and tender. The latter condition is also 
true of the adnexa. On vaginal examination with the specu- 
lum, the patches of cyanosis on the cervix are striking. At 
operation the uterus is found to be very dark or purplish with 
or without accompanying intense congestion of the adnexa and 
a blackish infiltration of the parametria. In a recent case, in 
which operation was done very early by Patel and Esquirol, 
an opportunity was given to study the lesions in their incipience. 
No bacteria were found, only a thrombosis, both arterial and 
venous with intravascular hemolysis. The most typical find- 
ing in all of the cases, according to Mondor, is the erythro- 
diapedesis. Infection does not play any part in the process. 
Soap is a protoplasm poison and causes hemolysis; hence it 
can give rise to thrombosis without infection and an erythro- 
diapedesis without preceding thrombosis. The pathogenesis is 
still being studied. Intoxication of the splanchnic sympathetic 
can be caused by soapy water, by horse or human serum after 
sensitization of animals, followed by typical infarct symptoms. 

Infarct of the pancreas was the subject of the final paper, 
by Drs. Pierre Brocq and Jacques Varangot, who pointed out 
that it is difficult in experimental work to imitate conditions 
found in pathologic conditions of the human pancreas. 
Although the authors recognized the interest and the impor- 
tance of local anaphylaxis as reported by Grégoire and by 
Couvelaire, they thought that such a theory was not beyond 
criticism according to their own clinical and experimental obset- 
vations. The experimental work of Reilly of Paris, although 
as yet uncontested and even if it shows an abrupt modification 
of cellular permeability, has as yet not been able to produce 
an acute necrosis of the pancreas without being associated with 
infarctions of other abdominal viscera. There are still many 
unknown factors to discover in acute pancreatic pathology: 
Epinephrine, ephedrine and general anesthesia (Grégoire) 


relieve the pain in acute pancreatitis, even if they do not check 


the anaphylactic changes. To check the pancreatic secretiom, 
atropine and gastric lavage with a solution of sodium bicaf- 
bonate have been given. The administration of physiologic 
solution of sodium chloride and insulin controlled by frequent 
blood sugar estimations are indispensable. In France, explora 
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tory laparotomy is extensively employed, to avoid overlooking 
other lesions resembling acute pancreatitis clinically. Some 
surgeons believe that drainage of the necrotic areas and of the 
abundant pancreatic secretion is of value. 


VIENNA 
(From Our Regular Correspondent) 
Sept. 11, 1937. 
Socialized Medicine Decreases Number of 
New Medical Students 


The annual report of Vienna University, published each year 
at the beginning of the winter semester, contains figures on the 
distribution, nationality and vocational bent of the students 
and graduates. During the last year (1936-1937) covered by 
the report, 1,430 students (about one third of them women) 
received the doctor’s degree in the regular manner from one 
of the four faculties (law, medicine, philosophy and theology). 
For seven years past the number of newly graduated doctors 
has exhibited a steady year to year increase. In 1930, 965 
persons received the doctorate and since then the rate of increase 
has been around seventy each year. One is struck by the 
interesting fact that the distribution of graduates among the 
various faculties has remained almost uniform. The law school 
conferred annually about 40 per cent of all doctoral degrees, 
the medical and philosophical faculties about 30 per cent each, 
whereas only some twenty theologians were graduated each 
year. Only in this last year does there appear an increase in 
the number of newly graduated doctors of medicine and this is 
proportionately greater among women physicians. But statis- 
tics with respect to medical undergraduates present a quite 
different picture. Among the total student population of nearly 
9,000 there are 3,466 medical students, including 718 women. 
For the first time in many years a decline in the number of 
newly matriculated students of medicine is plainly observable. 
This is an obvious consequence of the bad prospect presented 
by the medical profession in Austria. Private practice here 
is being rapidly and steadily ruined by socialized medicine, 
which offers the population medical services at smaller cost. 
Furthermore, no appreciable numbers of first year students 
from eastern and southern Europe (the Balkans) matriculated 
during 1936-1937. Among the causes for this decline should 
be mentioned the rule that no foreign (non-Austrian) freshmen 
may be admitted until ample accommodation has been made for 
all Austrian freshmen in the laboratories, anatomy classes and 
so on. If the classes are not filled up by Austrian students, 
foreign students may be admitted. (This rule does not apply 
to the graduate classes.) The foregoing measure was par- 
ticularly necessitated by the steady decrease in tte number of 
cadavers available for classes in anatomy and the shortage 
of space both in the school of anatomy and at the Institute 
of Physiology and Chemistry. Moreover, the faculty of medi- 
cine lacks funds for the construction of larger quarters. Politi- 
cal and religious motives may also underlie this restriction on 
foreign matriculants; it may be directed against an influx of 
students from Poland, Hungary and Rumania. 


Proposed Revision of Austrian Insanity Laws 


The Vienna Psychiatric and Neurologic Association appointed 
4 committee to study the problem of revised insanity laws for 
Austria. Prominent in the legislative program sponsored by 
this group is the establishment of state detention institutions for 
Psychopaths who, although not insane within the legal definition, 
are nevertheless a public menace. “At present Austrian hos- 
Ditals for the insane have been conducted as institutions for the 
sick rather than as places of “detention.” Professor Berze in 
@ lecture before the association pointed out that from among 
Psychopaths of the “borderline” type who, in the absence of 
any definite mental disease, cannot be declared “insane”. are 
fecruited those numerous mentally subnormal criminals who 
Constitute a permanent social menace. If one of these persons 
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is convicted of an offense he may perhaps receive a light punish- 
ment or be placed under observation in a psychiatric institution 
for a time, then soon released as “not insane” to prey upon 
society. And this occurs even if the person presents an obvious 
picture of moral insanity. Under existing Austrian laws, both 
federal and local, it is impossible to place a criminal of the 
“borderline” type in permanent detention as the hospitals for 
the insane are filled to capacity with genuine mental cases. 
The Vienna psychiatrists recommend not only the “detention” 
of dangerous psychopaths but a continuous systematic psychi- 
atric supervision of all psychopathic persons. This would 
assure special legal protection of the noncriminal psychopaths 
as well. The foregoing legislative reforms should be so imple- 
mented as to prevent criminal behavior on the part of psycho- 
pathic persons and thus provide truly adequate protection to 
the public. Any abnormal person who believes that some one 
has wronged or offended him and who accordingly utters 
threats, can, under the proposed legislation, be rendered harm- 
less before he has had time to make good his threats. It is 
hoped that the collaborating jurists and psychiatrists will arrive 
at some appropriate middle ground between the principle of 
personal liberty and the conditions mentioned. 


BELGIUM 
(From Our Regular Correspondent) 
Sept. 11, 1937. 
Admission to the Public Hospitals 

The question of the admission of nonindigent patients to the 
public hospitals was placed on the agenda of the twenty-ninth 
Congrés de médecine professionelle by the Bureau of the Fédé- 
ration médicale belge. Mr. de Melinne made it the subject 
of his report and ended his summary of the situation with 
the following conclusions : 


PUBLIC HOSPITALS 

“Considering that public hospitals are, according to the 
terms of legislation pertaining thereto and the tenor of minis- 
terial pronouncements, designed exclusively for the accommo- 
dation of persons who are indigent or public charges; 

“Considering that the legislative and ministerial regulations 
are frequently violated by the easily effected admission to public 
hospitals of nonindigent patients ; 

“Considering that these numerous and frequent abuses reflect 
unfavorably on the reputation of the medical profession in gen- 
eral and of those physicians who are serving on the staffs of 
hospitals, in particular, 

“The following remedial measures are herewith recom- 
mended: reestablishment of a rigorous, compulsory preliminary 
investigation of all patients who seek admission to a public 
hospital; this procedure to apply to the treatment of outpa- 
tients in the policlinics as well as to patients who require hos- 
pitalization. Supervision of this sort ought to prevent the 
expenditure of public relief funds for the care of persons able 
to pay and nonindigent members of the sick insurance clubs, 
the medical care of whom is underwritten by these organiza- - 
tions. So far as is practicable, every public hospital should 
contain a section for paying patients wherein the customary 
rules with regard to choice of a physician and amount of hon- 
orariums would apply. 


UNIVERSITY HOSPITALS 


“Resolved that the services of university hospitals ought, like 
all other hospital services directed by the Public Relief Com- 
mission, to be primarily reserved for the indigent and semi- 
indigent sick in accordance with the letter of the statutes and 
ministerial pronouncements. 

“Considering how vitally important is the maintenance of a 
spirit of sincere collaboration between the heads of the-various 
university services and the medical corps as a whole and grant- 
ing that a university must be guaranteed a sufficient quota of 
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patients for clinical educational purposes, it is still, however, 
highly desirable that the commercial rivalry between the relief 
board and the medical corps should be abolished. 

“It is recommended that a strict, compulsory, preliminary 
investigation be made of any patient who seeks admission to 
the university hospitals. 

“As to medical educational needs, while it is conceded that 
bona fide members of insurance clubs (who come under the 
legal definition and who are accordingly not to be confused 
with insured persons in good circumstances) should be able 
to receive treatment at the university services, it is recom- 
mended that the benefits obtained by these true sick insurance 
club members should strictly coincide with the scale of sick 
benefits as customarily contained in the insurance contracts in 
the particular locality.” 


The Regulation of Masseurs 
Messrs. Dam, De Munter and Ledent called the attention of 
the Société belge de physiothérapie to the undesirable features 
of the present system, under which any person no matter how 
deficient in technical and scientific qualifications can practice 
as a masseur. “Numerous cases were cited in which incompe- 
tent masseurs were responsible for accidents to the patient. 
The authors believe that all persons who wish to practice 
medical massage should be compelled to undergo a certain pre- 
scribed course of training. Successful candidates in the exami- 
awarded certificates of authorization to 
practice massage. The authors also submitted detailed legis- 

lative proposals for the regulation of masseurs. 


nations would be 


RIO DE JANEIRO 
(From Our Regular Correspondent) 
July 15, 1937. 
Congress of Orthopedics and Traumatology 

The second Brazilian Congress of Orthopedics and Trauma- 
tology was held in Rio de Janeiro in July. Well known sur- 
geons of the United States, Germany, Argentina and Uruguay 
were present at the congress, which was organized by the 
Sociedade Brasileira de Orthopedia e Traumatologia of Sao 
Drs. Achilles de Araujo and Milton Weinberger were 
president and secretary, respectively, of the congress. Dr. Fred 
H. Albee of New York was the honorary president. The 
articles presented by foreign surgeons and discussed were the 
following: The importance of the lever at the top of the femur 
as a stabilizing influence and its restoration, Dr. Fred H. Albee; 
congenital gibbosity and spine fusion and diseases of the osseous 
system by Prof. Bruno Valentin of Germany; technic and new 
instruments for nailing fractures of the neck of the femur and 
results of nailing, Prof. Henrique Lagomarsino of Argentina; 
Treatment of humeral supracondylar fractures, Dr. José Luiz 


Paulo. 


Bado of Uruguay. 

The second official topic of the congress was “Fracture of 
Neck of Femur.” The afternoon session was presided over by 
Prof. Rezende Puech. Pernambuco is the city selected for the 
third Congress of Orthopedics and Traumatology. Profs. 
3arros Lima and Bruno Maia were appointed president and 
secretary, respectively, of the coming congress. Official topics 
will be the treatment of sequels from acute anterior poliomyelitis 
and fractures of the malleolus. Drs. Correa do Lago, Orlando 
de Souza, Godoy Moreira and Achilles de Araujo are the 
appointed official speakers. 


Virus of Rural Yellow Fever 


Dr. Lucas de Assumpgao lectured recently to the Sociedade 
de Biologia of Sao Paulo on work carried out at the Instituto 
de Hygiene of Sao Paulo. The work is concerned with the 
identification of the virus of a type of yellow fever, cases of 
which developed in rural areas of Sao Paulo and are not trans- 
mitted hy Aedes aegypti. The speaker pointed out the differ- 
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ences of yellow fever according to its transmission by Stegomyia 
or without interference of the latter. He studied the blood of 
twelve patients. The blood was collected from suspected cases 
by the committee against yellow fever of the department of 
public health of Sao Paulo. In five blood samples the virys 
was identified. Three strains of the virus were dried and kept, 
They include the viruses of the Rocinha, Parnahyba and Salto 
types. The Rocinha strain is also maintained in mice. 


Scholarships for Brazilians in the United States 


The John Simon Guggenheim Memorial Foundation allows 
scholarships to students wishing to perform research work or 
university studies in the United States. The scholarships haye 
been given, up to the present, to students from Chile and Mexico, 
Dr. Henry Allen Moe, secretary of the foundation, recently 
stated that Brazilian students would have been included in 
the benefits of the scholarships since 1929 had it not been for 
the depression. Now that the depression is over, some of the 
scholarships will be given to Brazilians. A scholarship amounts 
to $2,000 a year, which is given by the Guggenheim Foundation 
to the students for one year and then renewed for one or two 
more years. The money is given in advance to research workers 
or to students who wish to do research work or study in the 
universities of the United States. 


Action of Coffee on Basal Metabolism 


Dr. J. Ribeiro do Valle, in a recent lecture delivered to the 
Sociedade de Biologia of Sao Paulo, discussed the action of 
coffee, with or without caffeine, on the basal metabolism. 
Coffee, as generally prepared in Brazil, contains 2 mg. of 
caffeine for each kilogram of coffee and it raises the basal 
metabolism. The speaker determined the basal metabolism by 
means of the Benedict-Roth apparatus on six normal persons. 
The calculations were based on the Aub-Du Bois formula. The 
determinations were made at intervals of thirty, sixty, ninety 
or 120 minutes in different cases, after ingestion of coffee which 
contained 0.18 per cent of caffeine and was sweetened with 
saccharin. The average elevation of the basal metabolism, two 
hours after injection of coffee, was 6.5 per cent. The adminis- 
tration of coffee which contains the mentioned quantity of 
caffeine does not induce changes of the pulse and temperature. 
In five of the six cases observed by the speaker the arterial 
pressure increased within 4 and 6 mm. of mercury. Two 
persons in the group were given, on another occasion, coffee 
without caffeine. The basal metabolism slightly increased in 
one case and lowered in the other one. The results of the 
speaker’s studies agree with those reported by Meyer, Horst 
and collaborators. Precise conclusions on the subject cannot 
as yet be ¢-’ablished. 


Reorganization of the University of Brazil 


A law for the reorganization of the University of Brazil and 
construction of the University City at Rio de Janeiro recently 
passed the House of Deputies. The federal government is now 
in charge of the construction of University City, which will 
cover a large area near the Béa Vista village and will include 
the faculties of philosophy, education, fine arts, engineering, 
mining and metallurgy, chemistry and pharmacy, law, politics 
and economics, agriculture, veterinary medicine and music. 
There also will be a hospital. 


Homage to the Memory of a Nurse 


A bronze plate was recently dedicated at the Sao Sebastiao 
Hospital of Rio de Janeiro to the memory of Maria da Conceiga0 
Lopes,.a Brazilian nurse who died a victim of her work. The 
plate was presented by a representative of the government 
it was donated by the Asociation de Enfermeros y Enfermet 
de Ayuda Mutua of Buenos Aires. During the ceremonies 
Dr. Sinval Lins, the director of the hospital, made a speech of 
the herosim of Miss Lopes in her professional duties. Dr. 
Deodoro Lopes, a brother of Miss Lopes, thanked the Argentine 
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association of nurses, the Argentine government and their repre- 
sentative as well as the Brazilian government for the homage 
paid to the memory of his sister. 


New Hospital 
The Carlos Chagas Hospital of Rio de Janeiro was recently 
opened. Many persons attended the inauguration ceremonies, 
during which the governor of the Federal District made an 
address to the memory of Carlos Chagas. 


ITALY 
(From Our Regular Correspondent) 
Sept. 30, 1937. 


Medical Society Reunion 


The Accademia Medica of Rome met recently under the 
chairmanship of Prof. Roberto Alessandri. Professor Jura 
spoke on the postoperative variations of water in the blood 
following colonic and parenteral administration of water. The 
amount of water in the blood increases 2 or 2.5 per cent after 
administration of water in surgical interventions. It increases 
more than that in patients suffering from liver disorders. 
When the amount of water in the blood is high before a 
surgical intervention, it may increase to 8 per cent after it. 
Bang’s method for quantitative determinations of water in 
blood is the most exact. 

Professor Baglioni of the University of Rome said that the 
water in the blood is almost a fixed constant in persons sub- 
jected to experimental conditions, even if they drink large 
amounts of water through induced thirst. The laws of the 
water metabolism are related to the amount of water in the 
blood, intestinal absorption, emunctory functions of the kidney, 
lung, skin and intestine and the amount of water in the inter- 
stitial lymph and the tissues. 

Professor Cappelli said that the blood of patients suffering 
from cancer is in a condition of qualitative dysglycemia which 
makes favorable conditions for the exaggerated multiplication 
of cancer cells. Subcutaneous injections of soluble sulfates 
cause an acceleration of the consumption of dextrose as well 
as modifications of the terrain by which the exaggerated mul- 
tiplication of abnormal cells is restrained and the development 
of the primary tumor arrested or regressed. 

Professor Jura reported results of studies on the variations 
of the erythrocytes in the blood of dogs after experimental 
intestinal resection. Following resection of the small intestine 
in one fifth, one fourth or one third of the total length of the 
structure, anemia develops. From his experiments the speaker 
points out that Castle’s antianemic factor probably exists in 
the intestine as it does in the stomach and duodenum. 

Prof. Gino Meldolesi and W. Siedel said that the elimination 
of bile pigments is increased in patients suffering from myop- 
athies. By using a chromatographic method they determined 
special pigments in the feces, which are fluorescent to zinc and 
different from stercobilin and urobilin. They seem to be the 
terminal product of disintegration of myoglobin. The latter 
which has a special spectrum, is present in muscle serum of 
Patients suffering from myopathic diseases, whereas from the 
blood serum and bile of the same patients abnormal pigments 
can be determined. 

Professor Meldolesi said that chromatography, which is in 
‘ommon use in analytic chemistry, can be applied to clinical 
Tesearch, purification of substances for analysis, the procure- 
ment of pigments directly from the blood, bile and feces, sepa- 
tation of myoglobin from hemoglobin for later crystallization 
of myoglobin and examination of normal and pathologic biliary 
Pigments. 

Professors Meldolesi and De Orchi studied the behavior of 
‘tiated muscles in the course of diphtheria, scarlet fever, 

and pneumonia by means of biopsy and chronaximetric 
In many cases they found precise muscular altera- 
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tions which are associated with disorders of the metabolism 
of the glucides and the creatine bodies. The myoglobin metabo- 
lism is normal in cases which follow a common evolution. In 
grave cases with fatty degeneration the myoglobin metabolism 
is disturbed and the pigment leaves the muscle and causes the 
appearance of Fischer’s second K substance in the feces. In 
cases of this type, persistent muscular alterations take place 
which induce static and dynamic modifications that are asso- 
ciated with+the development of permanent grave changes of 
the myocardium. 


Death of Francesco Della Valle 


Dr. Francesco Della Valle, lieutenant general of the army 
and formerly surgeon general in the Italian army, died recently 
at Puccianello in Caserta. Dr. Della Valle was internationally 
known in the military medical circles. During the World War 
he was the organizer of surgical ambulances which were placed 
in charge of university clinicians. By the establishment of 
quarantine hospitals the country was protected at that time 
against contagious diseases. Dr. Della Valle was president of 
the second International Congress of Military Medicine and 
Pharmacy, which was held in Rome in 1923. Later he was 
appointed honorary president of the International Permanent 
Committee of Military Sanitation. During the time he was 
surgeon general, this sanitary organization was given the silver 
medal for the health crusade carried on from 1915 to 1918 and 
also the gold medal for work in public health. 





Marriages 


FrepericK MacDonatp Ricuarpson, Haddonfield, N. J., to 
Miss Margaret Jane Ullom of Philadelphia, August 14. 

Wicseur Curtis Hunsucker, Goldsboro, N. C., to Miss 
Helen Marie McKown in Blackstock, S. C., July 5. 

Davi DupLey STEPHENS, Slocomb, Ala., to Miss Berta 
Napier of Dothan, in Marianna, Fla., July 22. 

GeorceE Parrott RosEMoND, Kinston, N. C., to Miss Lois 
Jean Mason of Cynwyd, Pa., August 21. 

Frep M. DuckKwaLt to Miss Mary O. Pinkston, both of 
Kingsport, Tenn., in Knoxville, July 6. 

ArtHurR Erret Boysen, Pharr, Texas, to Mrs. Ruth Mildred 
Funk of Superior, Neb., February 27. 

Marion TimotHy PLy ter Jr., Durham, N. C., to Miss Alma 
Odell Blanchard at Gatesville, July 31. 

Lupwett F. Lee, Passapatanzy, Va., to Miss Mary Nell 
Woolfolk of Bowling Green, July 30. 

Puities JoHN Carter, New Orleans, 
Guitreau of Gainesville, Fla., July 8. 

Rocer O’DonNELL Jr., Washington, D. C., to Miss Blanche 
Rene Simmers of Boston, August 7. 

Loren F. Wasson, Chisago City, Minn., to Miss Helen F. 
Brohaugh of Minneapolis, recently. 

Epwarp J. Eperen Jr., Washington, D. C., to Miss Mary 
Keech at Bryantown, Md., July 27. 

Francis Newsy Mut in Jr., to Miss Frances Tucker Taylor, 
both of Norfolk, Va., August 4. 

James Witi1AM Ettiott to Miss Frances Love Jackson, both 
of Lebanon, Va., in August. 

GLENN Warp Puipps, Galax, Va., to Miss Frances Graybeal 
of Christiansburg, June 30. 

Marvin F. WeEIssMAN, Milford, Ill., to Miss Olive Maxwell 
of East Moline, recently. 

ALLEN G. CALDWELL to Miss Isabella Thomas, both of 
Covington, Ky., in July. 

Rozpert Drange, Savannah, Ga., to Mrs. Naomi Everett Gore 
in New York, July 10. 

IrvinG Raprocet to Miss Ruth Natalie Fried, both of New 
York, September 29. 

Wuttam C. Gorpon to Miss Stella D. Fain, both of Brook- 
lyn, September 19. 

Lyman M. McBrypeE to Miss Ruth Fennell, both of Detroit, 
September 6. 


to Miss Mildred 











Deaths 





Walter Jarvis Barlow @ Los Angeles; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1892; first Vice President of the American Medical 
Association, 1911-1912, and chairman of the Section on Prac- 
tice of Medicine, 1912-1913; past president of the Los Angeles 
County Medical Association; founder of the Barlow Medical 
Library; formerly vice president of the National Tuberculosis 
Association and secretary-treasurer of the California Tuber- 
culosis Association; at one time dean and professor of medicine 
at the University of California College of Medicine; member 
of the American Clinical and Climatological Association; during 
the World War served with the American Red Cross, and with 
the Veterans Bureau, remaining an examining and consulting 
physician with the bureau until 1924; director of the Barlow 
Sanatorium; on the staffs of the Los Angeles County Hospital 
and the Hospital of the Good Samaritan; aged 69; died, Sep- 
tember 3, of bronchopneumonia. 

James Nathaniel Jenne © Burlington, Vt.; University of 
Vermont College of Medicine, Burlington, 1881; member of the 
House of Delegates of the American Medical Association in 
1908, 1910 and 1929; dean at his alma mater, and at various 
times professor of therapeutics and clinical medicine, professor 
and adjunct professor of materia medica; past president of the 
Vermont State Medical Society and the Chittenden County 
Medical Society; veteran of the Spanish-American War; con- 
sulting physician to the Mary Fletcher Hospital; consulting 
surgeon to the Bishop De Goesbriand Hospital, Burlington, and 
the Fanny Allen Hospital, Winooski; director of the University 
of Vermont College of Medicine Dispensary ; formerly member 
of the board of trustees of the University of Vermont; aged 77; 
died, September 9. 

H. Beattie Brown @ Saranac Lake, N. Y.; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1890; past president of the Franklin 
County Medical Society ; member of the American Laryngologi- 
cal, Rhinological and Otological Society; formerly assistant 
professor of otology at the New York Post-Graduate Medical 
School, Columbia University, New York; for many years on 
the staff of the Manhattan Eye, Ear, Nose and Throat Hospital, 
New York; past president of the Westchester County Medical 
Society ; on the staff of the General Hospital of Saranac Lake; 
member of the advisory board during the World War; aged 74; 
died, August 13, of coronary thrombosis and arteriosclerosis. 


David Harrower © Worcester, Mass.; Harvard University 
Medical School, Boston, 1884; member and past president of 
the American Ophthalmological Society ; member of the Ameri- 
can Otological Society and the New England Ophthalmological 
Society ; fellow of the American College of Surgeons; consult- 
ing ophthalmic and aural surgeon to the Worcester City, 
Memorial, St. Vincent and Fairlawn hospitals, Worcester, Hos- 
pital Cottages for Children, Baldwinsville, Milford (Mass.) 
Hospital, Holden (Mass.) Hospital and the Peterborough 
(N. H.) Hospital ; aged 80; died, August 7, of chronic nephritis, 
duodenal ulcer and uremia. 

James Pleasant Matheson @ Charlotte, N. C.; University 
of Maryland School of Medicine, Baltimore, 1905; member of 
the American Academy of Ophthalmology and Oto-Laryngology 
and the American Laryngological, Rhinological and Otological 
Society; fellow of the American College of Surgeons; served 
during the World War; otolaryngologist to the Charlotte Eye, 
Ear and Throat and Presbyterian hospitals and the Charlotte 
Sanatorium; aged 58; was killed, August 5, in an automobile 
accident, near Hartsville, S. C. 

Edward King Root @ Hartford, Conn.; University of the 
City of New York Medical Department, New York, 1879; sec- 
retary of the Public Health Council, 1917-1929; member of the 
state board of health, 1899-1917; member of the city board of 
health, 1893-1899 and 1904-1907; medical director of the Aetna 
Life Insurance Company, 1899-1933; on the staff of the Hart- 
ford Hospital and the Hartford Retreat for many years; aged 
79; died, August 12, of heart disease at his summer home 
in Fenwick. 

Carl M. Anderson ®@ Rochester, Minn.; Milwaukee Medical 
College, 1911; assistant professor of otolaryngology and rhinol- 
ogy at the University of Minnesota Graduate School of Medi- 
cine; member of the American Academy of Ophthalmology and 
Oto-Laryngology and the American Laryngological, Rhino- 
logical and Otological Society; consulting physician, section on 
otolaryngology and rhinology, Mayo Clinic; served during the 
World War; aged 55; died, August 10, of coronary thrombosis. 


DEATHS 








Jour. A. M.A, 
Ocr. 30, ios 





John Jenkins Buchanan @ Pittsburgh; University of 
Pennsylvania Department of Medicine, Philadelphia, igg}. 
emeritus professor of surgery, University of Pittsburgh School 
of Medicine; past president of the Allegheny County Medical 
Society; member of the American Surgical Association; fellow 
of the American College of Surgeons; on the staff of the 
Mercy Hospital; aged 81; died, August 24. 

Fletcher Burr Taylor, Kansas City, Mo.; University of 
Kansas School of Medicine, Kansas City, 1908; member of the 
Missouri State Medical Association and the American Urologi- 
cal Association; served during the World War; aged 55; on 
the staffs of the Research Hospital, General Hospital and 
St. Luke’s Hospital, where he died, July 15, of chronic mye- 
logenous leukemia and heart disease. 


Charles Meade Thomas, Sunbury, Pa.; Jefferson Medical 
College of Philadelphia, 1910; served during the World War; 
formerly on the staff of the Mary Packer Hospital; aged 49: 
died, July 18, of a compound, comminuted fracture of the right 
tibia and fibula and left fibula, sustained in an automobile acci- 
dent three years ago, and septic arthritis. 


Arthur Otway Peters ® Dayton, Ohio; Northwestern Uni- 
versity Medical School, Chicago, 1904; past president of the 
Montgomery County Medical Society; city health officer ; editor 
of the bulletin of the division of health; aged 60; on the staff 
of the Miami Valley Hospital, where he died, August 6, of 
cerebral embolism. 


Samuel Halcomb Behrend Basch, New York; Albany 
(N. Y.) Medical College, 1903; member of the Medical Society 
of the State of New York; on the staffs of the Fordham Hos- 
pital and the Manhattan Eye, Ear, Nose and Throat Hospital; 
aged 55; died, August 5, of coronary occlusion and arterio- 
sclerosis. 

George Henry Brinkman, Oneonta, N. Y.; University of 
the City of New York Medical Department, 1888; member of 
the Medical Society of the State of New York; on the staffs 
of the Parshall Private Hospital and the Aurelia Osborn Fox 
Memorial Hospital; aged 73; died, August 2, of myocarditis. 

Benjamin Franklin Buzby, Swedesboro, N. J.; University 
of Pennsylvania Department of Medicine, Philadelphia, 1877; 
past president of the Gloucester County Medical Society; aged 
81; on the staff of Haffey’s Private Hospital, where he died, 
August 5, of coronary thrombosis. 

Siegfried Spies, Davenport, Iowa; Albert-Ludwigs-Uni- 
versitat Medizinische Fakultat, Freiburg, Baden, Germany, 
1934; Universitat Basel Medizinische Fakultat, Switzerland, 
1935; aged 26; intern at the Mercy Hospital, where he died, 
July 2, of hemorrhagic jaundice. 

James Henry Downey ® Gainesville, Ga.; Atlanta Medical 
College, 1887; member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; on the staff of the 
Downey Hospital; aged 72; died, August 28, in the Crawford 
W. Long Hospital, Atlanta. 

S. B. Smith, Walnut Grove, Mo.; Missouri Medical Col- 
lege, St. Louis, 1896; also a druggist; formerly director of the 
school board; aged 65; died, July 14, in St. Mary’s Hospital, 
Rochester, Minn., of cirrhosis of the liver and gallbladder 
disease. 

Charles Daniel Steenken ® Salisbury, Md.; Columbia 
University College of Physicians and Surgeons, New York, 
1896; medical superintendent of the Maryland Tuberculosis 
Sanatorium; aged 66; died, July 29, of angina pectoris. 

Francis Gustavus Swedenburg ® Ashland, Ore.; Rush 
Medical College, Chicago, 1900; fellow of the American College 
of Surgeons; on the staff of the Community Hospital ; aged 69; 
died, July 31, of mediastinitis and pulmonary gangrene. 

Oscar Corwen Payne, Humboldt, Kan.; Lincoln (Neb) 
Medical College of Cotner University, 1903; served during 
World War; owner of an emergency hospital bearing his name, 
aged 68; died, July 31, in Wichita, of arteriosclerosis. 

Emerit E. Jouett, Carrollton, Ill.; Marion-Sims College of 
Medicine, St. Louis, 1891; member of the Illinois State Meds 
Society; formerly member of the city council; aged 71; 
July 29, of carcinoma of the maxilla with metastases. 

Thomas Judson Allison, Rio Grande, Ohio; Baltimore 
University School of Medicine, 1897; member of the Ohio ~ 
Medical Association; was president of the county 
health; aged 67; died, August 3. : 

John Edward Martin, New Britain, Conn.; University of 
the City of New York Medical Department, 1892; formerly 
member of the school board; aged 73; died, July 17, in the New 
Britain General Hospital. 
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Belle Loomis Reynolds, Santa Barbara, Calif.; Hahne- 
mann Medical College and Hospital, Chicago, 1880; served dur- 
ing the Spanish-American War; aged 96; died, July 28, of 
chronic myocarditis. 

Wilson Gill Bailey, Camden, N. J.; Jefferson Medical 
College of Philadelphia, 1891; member of the Medical Society 
of New Jersey; aged 71; died, August 2, of myocarditis and 
arteriosclerosis. 

Perry McSwain Judy, St. George, S. C.; Medical College 
of the State of South Carolina, Charleston, 1881; also a 
druggist; formerly mayor; aged 79; died, July 21, of cerebral 
hemorrhage. 

John C. Sossoman, Midland, N. C.; North Carolina Medi- 
cal College, Charlotte, 1915; aged 56; died, July 18, in the 
Presbyterian Hospital, Charlotte, of appendicitis and peritonitis. 

Eugene Joseph Mioton, Fair Haven, N. J.; University of 
Louisiana Medical Department, New Orleans, 1877; aged 79; 
died, July 19, of urinary calculi and hypertrophy of the prostate. 

John T. Martin, Mount Ayr, Ind.; Hahnemann Medical 
College and Hospital, Chicago, 1895; aged 70; died, July 10, 
at Promise City, Iowa, of erysipelas and chronic myocarditis. 

Alexander Peter Stewart, Biloxi, Miss.; Homeopathic 
Medical College of Missouri, St. Louis, 1883; aged 78; died, 
July 27, of hypertensive heart disease and chronic nephritis. 

James Edward Francis Henry ® Cranston, R. I.; College 
of Physicians and Surgeons, Boston, 1904; aged 59; died sud- 
denly, July 6, of coronary occlusion and diabetes mellitus. 

Roland Hall Shippey, Wichita, Kan.; Denver and Gross 
College of Medicine, 1903; member of the Kansas Medical 
Society ; aged 63; died, in July, of portal cirrhosis. 

James M. Sullivan, Hayesville, N. C.; Atlanta Medical 
College, 1886; aged 75; died, July 10, in the Piedmont Hospital, 
Atlanta, of hypertrophy of the prostate and uremia. 

Claude Woltz Ashburn, Pilot Mountain, N. C.; Washing- 
ton University School of Medicine, St. Louis, 1927; aged 33; 
was killed, August 14, in an automobile accident. 

Mary Augusta Killeen ® Dubuque, Iowa; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1904; aged 65; died, July 15, of endocarditis. 

Curtis Bruen, New York; Cornell University Medical Col- 
lege, New York, 1928; aged 32; was found dead, August 29, at 
Towaco, N. J., of poison, self administered. 

Clayton Allen Brown, Redgate, Md.; Baltimore Medical 
College, 1897; aged 66; died, August 14, of coronary thrombosis, 
cerebral hemorrhage and arteriosclerosis. 

_H. Franklin Eames, Egg Harbor, Wis.; College of Physi- 
cians and Surgeons of Chicago, 1889; aged 78; died, July 30, of 
arteriosclerosis and cerebral hemorrhage. 
_John E. McMahan, Conway, Ark.; University of Louis- 
ville (Ky.) Medical Department, 1900; aged 77; died, July 31, 
as the result of an automobile accident. 

Robert Fendall Chapman Jr. © New York; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1895; died, July 1. 

Alfred John Peel, St. Helens, Ore.; Western University 
Faculty of Medicine, London, Ont., Canada, 1895; aged 69; 
died, July 24, of coronary thrombosis. 

Millicent Lendora Hutchins, Los Angeles; Hahnemann 
Medical College of the Pacific, San Francisco, 1903; aged 74; 
died, July 21, of chronic myocarditis. 

William Calvin Taylor Sr., Calvert, Texas; Memphis 
(Tenn.) Hospital Medical College, 1895; aged 72; was found 
dead, July 17, of coronary occlusion. 

Elstner H. De Berry ® Hazlehurst, Miss.; College of 
Physicians and Surgeons, Memphis, Tenn., 1907; aged 65; died 
suddenly, July 18, of heart disease. 

Rodman Ellison Sheen, Somers Point, N. J. Hahnemann 
Medical College and Hospital of Philadelphia, 1911; aged 47; 
died, July 12, of pituitary tumor. 
pe tank Jerome Collison @ Bluefield, W. Va.; College of 

hysicians and Surgeons, Baltimore, 1888; aged 69; died, 

ugust 8, of acute pancreatitis. 
Teromas Jefferson Penn, Crandall, Texas; University of 
ennessee Medical Department, Nashville, 1890; aged 84; died, 

y 1, of bronchopneumonia. 

ooo Gilmore Neely, Winside, Neb.; State University of 

Owa College of Medicine, Iowa City, 1893; aged 71; died, 

y 7, of gastric hemorrhage. 
yromnt E. Hobdy, Portland, Tenn.; University of the South 
ova Department, Sewanee, 1901; aged 65; died, August 30, 

acute lymphatic leukemia. 
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William F. Jinks, Suwanee, Ga.; Georgia College of 
Eclectic Medicine and Surgery, Atlanta, 1910; aged 76; died, 
July 25, of arteriosclerosis. 

Nathan Friedman, New York; University of the City of 
New York Medical Department, 1895; aged 65; died, July 13, 
of coronary thrombosis. 

Oscar Solomon Deitch, Indianapolis; Medical College of 
Indiana, Indianapolis, 1890; aged 71; died, July 27, of cardio- 
vascular renal disease. 

Anthony Mathew Bacevicze, Elizabeth, N. J.; Baltimore 
Medical College, 1900; aged 66; died, August 10, of malignant 
tumor of the pancreas. 

Albert Charles Daves, Los Angeles; Chattanooga (Tenn.) 
Medical College, 1910; aged 61; died, July 19, of chronic 
valvular heart disease. 

John Wilbur Bartlett, New York; Long Island College 
Hospital, Brooklyn, 1879; aged 80; died, July 13, in the Roose- 
velt Hospital. 

Wiser Cox, Bradfordsville, Ky.; Kentucky University Medi- 
cal Department, Louisville, 1904; aged 72; died, August 4, of 
heart disease. 

Frank Theodore Page, Durham, N. C.; Leonard Medical 
School, Raleigh, 1908; aged 56; died, July 18, of cerebral 
hemorrhage. 

John A. E. Haugh, Greensburg, Ind.; Medical College oi 
Indiana, Indianapolis, 1881; aged 79; died, July 9, of cerebral 
hemorrhage. 

Thomas F. Collins, Star City, Ark. (licensed in Arkansas 
in 1903) ; county coroner ; aged 60; died, August 27, of cerebral 
hemorrhage. 

Thomas R. McElveen, Salley, S. C.; University of Georgia 
Medical Department, Augusta, 1896; aged 85; died, July 8, in 
Dunbarton. 

George H. Barbour, King City, Mo.; Northwestern Medi- 
cal College, St. Joseph, 1882; aged 80; died, July 25, of broncho- 
pneumonia. 

William E. Williams ® Cambria, Wis.; Rush Medical 
College, Chicago, 1889; aged 77; died, July 26, of coronary 
thrombosis. 

George W. Clift, Memphis, Tenn.; Meharry Medical Col- 
lege, Nashville, 1907; aged 60; died, July 20, of empyema of 
the lungs. 

Sebron Edgar Deal, Tuscaloosa, Ala.; Medical College 
of Alabama, Mobile, 1894; aged 68; died, July 15, of angina 
pectoris. 

Maitland W. Rendell, Brooklyn; Hahnemann Medical 
College and Hospital of Philadelphia, 1895; aged 66; died, 
July 12. 

Oran Lamar Webster ® Holtville, Calif.; College of Medi- 
cal Evangelists, Los Angeles, 1928; aged 38; was shot and killed, 
July 31. 

Frank Lehew Roach, Long Beach, Calif.; Northwestern 
University Medical School, Chicago, 1928; aged 34; died, July 9. 

Arthur Rutherford Perry, Mount Forest, Ont., Canada; 
Trinity Medical College, Toronto, 1900; aged 61; died, July 12. 

David Archibald Coyle, Lexington, Ky.; University of 
Louisville Medical Department, 1874; aged 85; died, August 10. 

Morris Frucht, New York; Medizinische Fakultat der 
Universitat Wien, Austria, 1897; aged 63; died, July 16. 

George Hart Woodland, Vancouver, B. C., Canada; Hali- 
fax (N. S.) Medical College, 1901; aged 68; died, July 21. 

Ward Alexander Collier, Gainesville, Ga.; Mississippi 
Medical College, Meridian, 1912; aged 54; died, July 7. 

John W. Shaw, Banks, Ark.; Eclectic Medical Institute, 
Cincinnati, 1884; aged 74; died, July 24, of uremia. 

Emmett May Finley, Fredonia, Ala.; Southern Medical 
College, Atlanta, 1896; aged 68; died, July 31. 

J. George Eastham, Odem, Texas; Eclectic Medical Insti- 
tute, Cincinnati, 1906; aged 58; died, in July. 

Silas Clifford Long, Mountpleasant, Tenn. (licensed in 
Tennessee in 1889); aged 82; died, July 10. 

J. Narcisse Boivin, Hull, Que., Canada (licensed in 
Quebec in 1901); aged 61; died, July 19. 

Royal E. Meyers, Santa Monica, Calif.; Baltimore Medical 
College, 1897; aged 70; died, July 31. 

W. Z. Faust, Lexington, Ga.; Louisville (Ky.) Medical Col- 
lege, 1878; aged 83; died, July 13. 

Robert M. Allen, Sharon, Tenn. (licensed in Tennessee in 
1889) ; aged 82; died, July 29. 
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METRAZOL VERSUS INSULIN IN THE 
TREATMENT OF SCHIZOPHRENIA 


To the Editor:—With the hypoglycemic insulin and metrazol 
convulsant therapies of schizophrenia both already introduced 
into this country, the rivalry between the two forms of treat- 
ment that has already broken out in Europe will soon be carried 
to these shores. Physicians will be particularly interested in 
the effect of the controversy on actual therapeutic procedure. 

The shock treatment was introduced by Sakel at a meeting 
of the Gesellschaft der Aerzte in Vienna, Nov. 3, 1933. The 
official report of the society proceedings may be read in the 
Wiener klinische Wochenschrift for Nov. 10, 1933. It is stated 
(page 1372) that the insulin shock treatment consists of the 
production of severe hypoglycemic shock with coma and epi- 
leptic seizures (“Erzeugung von schweren hypoglykamischen 
Shocks, eventuell mit Koma und epileptischen Anfallen durch 
hohe Insulindosen”). In the ensuing discussion, Prof. Otto 
Poetzl, chief of the Psychiatric University Clinic, under whose 
supervision the work was done, declared that “the essence of 
the treatment consists of the production of a very severe hypo- 
glycemic shock with epileptic seizures (“das Wesen der Behand- 
lung auf einen sehr schweren hypoglykamischen Schock mit 
epileptischen Anfallen Beruht”). In the report of the paper 
in the Wiener medisinische Wochenschrift for Nov. 18, 1933, 
the phenomenon of shock is defined (p. 1327) as “the produc- 
tion of an epileptiform or comatose condition by means of large 
doses of insulin (“Herbeifiihrung epileptiformen oder koma- 
tosen Zustande durch grosse Insulindosen”). 

L. von Meduna of Budapest, who sponsors the metrazol 
(called cardiazol abroad) convulsant therapy, states that he 
first began to experiment with camphor convulsions in guinea- 
pigs on Nov. 23, 1933, while the report of this work (Ueber 
experimentelle Kampferepilepsie) was submitted to the Archiv 
fiir Psychiatrie in June 1934 and appeared in September of 
that year. Jan. 2, 1934, he says, he produced his first camphor 
convulsion in a human being. His first report of the success- 
ful convulsant treatment of schizophrenia was submitted to the 
Zeitschrift fiir die gesamte Neurologie und Psychiatrie Jan. 18, 
1935, and published February 21 of that year. 

Sakel, meanwhile, was continuing his work at the Psychiatric 
Clinic in Vienna, and his results were finally published at 
length in a series of articles in the Wiener mediszinische 
WV ochenschrift from Nov. 3, 1934, to Feb. 9, 1935. This series 
of papers, since published as a separate monograph (“Neue 
Behandlungsmethode der Schizophrenie,” Vienna, Verlag Perles, 
1935) is full of discussion of the epileptic type of reaction. On 
pages 9 and 10, for example, there are descriptions of the 
two types of reaction: the comatose reaction and the epileptic 
seizure. On page 12 the epileptic seizure is again mentioned 
as an example of a severe shock reaction. Epileptic seizures 
in the course of treatment are reported in the case histories 
and there are numerous references to the value of the seizure. 
I cite a few examples: 

Pages 36, 74 and 88: Patient H., who suffered from cata- 
tonic excitement (case 7), suddenly became lucid after a severe 
epileptic shock (“Ich habe einen Fall beobachten kénnen [siehe 
Fall VII], der schlagartig durch einen schweren epileptischen 
Schock aus einem schwer katatonen Erregungszustand luzid 
geworden ist . . .”). 

Pages 45 and 64: Patient B (case 2) became clear and 
composed, with full insight into his illness, after a seizure. 

On page 109 another case is discussed in which recovery 
from psychosis followéd a status epilepticus. 

These observations have been confirmed by other workers 
(see, for example, Arch. Neurol. & Psychiat. 38:192 and 195 
[July] 1937 for similar experiences at Bellevue). 
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Sakel was, however, not the first to observe the beneficial 
effects of epileptic seizures on schizophrenic patients any more 
than he was the first to use insulin in the treatment of schizo- 
phrenia. G. Miiller (Allg. Ztschr. f. Psychiatrie 93:235, 1930) 
recognized the beneficial effect of the epileptic seizure before 
him; but Sakel appears to have been first actually to induce 
a convulsion in the course of treatment of schizophrenia. The 
difficulty with the hypoglycemic insulin convulsion, though, was 
that it was usually unpredictable and not self limited; the 
hypoglycemic seizure not infrequently introduced further com- 
plications or a status epilepticus, so that hypoglycemia had to 
be terminated when it occurred. Sakel made some attempt 
to predict an impending seizure by clinical signs and there js, 
furthermore, evidence in his monograph that he used both 
camphor and metrazol intramuscularly to provoke seizures (see 
curve 7 on page 29 of the monograph) long before Meduna’s 
reports were published. One gets the impression however that 
he at first rather overestimated the danger of seizures and 
later relied mainly on the hypoglycemic coma as such in the 
development of his method. 

Meduna’s work, however, now makes it possible to employ 
the epileptic seizure more easily for therapeutic purposes, 
Meduna has performed a twofold service by (1) developing a 
precise and effective method of producing seizures with intra- 
venous administration of metrazol and (2) promulgating an 
attractive theory on the mutual incompatibility of schizophrenia 
and epilepsy. His sponsorship of the convulsant treatment, 
however, involves the claim that the epileptic shock is prefer- 
able to the comatose shock in the treatment of schizophrenia, 
It is too early to substantiate or disprove this claim. Mean- 
while it need not be assumed that the treatments are altogether 
different and distinct or mutually incompatible. On the con- 
trary, since the insulin treatment has from the beginning recog- 
nized and valued the efficacy of epileptic seizures, it must 
welcome and accept the metrazol-induced seizure as a significant 
step forward. The physician who finds a patient who benefits 
from seizures, who cannot develop suitable coma or who is 
resistant to coma will now be able to increase the frequency of 
convulsions in the course of treatment by using metrazol. It 
will be discovered in time whether the comatose reaction is 
dispensable. The only workers, Angyal and Gyarfas (Arch. f. 
Psychiat. 106:1, 1936) who have so far reported on experiences 
with a large series of cases on metrazol and on insulin conclude 
that metrazol is indicated in certain cases but report several 
instances in which patients who were resistant to metrazol 
responded to insulin. If the exclusively convulsant treatment of 
schizophrenia by means of metrazol is in the long run to supet- 
sede insulin treatment, it must offer additional advantages than 


those of economy and simplicity. Josten Woents, Sul 
, M.D. 


Bellevue Psychiatric Hospital, New York. 


“PNEUMOTHORAX FROM EXPERIMENTAL 
OVERINFLATION OF THE LUNG” 

To the Editor:—Regarding your review entitled “Pneumo- 
thorax from Experimental Overinflation of Lung” of my address 
before the fourth Federative International Congress of Anato- 
mists at Milan, Italy, which appeared on page 959 of Tas 
JournaL of September 18, I wish to record my satisfaction 
with the manner in which my results have been presented. 

Since the original paper was published I have found histo 
logic evidence which confirms my former supposition that aif 
from the overinflated region of the lung was leaking into the 
sheaths of the pulmonic arteries and veins through minute Tu 
tures in the bases of those alveoli which overlie these sheaths. 
When a suspension of fine carmine grains in hot gelatin ® 
injected into the previously overinflated part of the cat's lung, 
immediately after the experimental production of pneume 
thorax and massive collapse, through the catheter used for | 
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QUERIES 


air injection (which was allowed to remain in its former posi= 
tion), I have found in sections made after cooling and suitable 
fixation of the part that the carmine grains appear in accumu- 
lations on the aforementioned alveolar bases and give the 
impression that they have been filtered out as the gelatin 
passed from the alveoli, through minute ruptures in their bases, 
into the sheaths of the blood vessels. Gelatin, for the most 
part showing few or no carmine grains, was found in the vas- 
cular sheaths, mixed with the air from the previous interstitial 
emphysema occasioned by the overinflation. Sometimes streams 
of carmine granules, leading from the overlying alveolar bases 
into the swollen vascular sheaths, were found, and these seemed 
to indicate the sites of ruptures of a size so large that the 
grains passed through them. These observations were com- 
municated to the Anatomische Gesellschaft in a paper given 
at its meeting at Konigsberg, East Prussia, August 25, and a 
full report of them will appear soon in the Verhandlungen of 


oy: C. C. Mackin, M.D., London, Ont. 
Professor of Histology and Embryology, 

University of Western Ontario Medical 

School. 





Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST, 


PROGNOSIS IN TUBERCULOSIS 


To the Editor:—What is the death rate in pulmonary tuberculosis in 
cases classified as far advanced when first diagnosed? What is the life 
expectancy in pulmonary tuberculosis diagnosed as far advanced when 
first seen? What is the mortality rate following nephrectomy for renal 
tuberculosis, for renal calculi, for pyonephrosis and for renal malignancy? 
What percentage of patients with far advanced pulmonary tuberculosis die 
of complications such as acute disseminated miliary tuberculosis and 


tuberculous meningitis? J. C. Nectey, M.D., Glendale, Calif. 


Answer.—Occasionally a patient with far advanced pul- 
monary tuberculosis makes a complete recovery, but such occur- 
tences are rare. It is not unusual for the patient with chronic 
advanced disease to enter on a period of remission and show 
improvement. Even most symptoms disappear and, so far as 
external manifestations are concerned, the patient seems well. 
However, the examination of the chest, including an x-ray film, 
teveals the fact that disease is still present and sooner or later 
the majority of such patients have exacerbations and finally 
die of tuberculosis. Cedric Shaw (Quart. J. Med. 2:179 [April] 
1933) has called attention to the poor ultimate prognosis when 
only sanatorium. care is used. The majority of patients with 
pulmonary tuberculosis in the far advanced stage present cavities 
in their lungs, and cavitation usually justifies a poor prognosis. 

In 1928 H. L. and Lena R. P. Barnes (Am. Rev. Tuberc. 
18:412 [Oct.] 1928) reviewed 1,454 cases of pulmonary tuber- 
culosis with demonstrable cavitation. Eighty per cent of these 
Patients were dead within a year from the time they were first 
seen, 85 per cent within three years, 90 per cent within five 
years and 95 per cent within fifteen years. Thus the ultimate 
Prognosis of far advanced pulmonary tuberculosis is poor. The 
exceptional case belongs to the Barneses, 5 per cent alive fifteen 
years after the disease was detected. Such persons may have 

vanced tuberculosis with no significant external manifestations 
except cough and expectoration, which they attribute to bron- 
chitis, They may work for years and die in senility only to 
ve their advanced tuberculosis detected at the postmortem 
table, Almost every physician engaged in the field of clinical 

teulosis for a decade or more is able to cite a few instances 
7 far advanced chronic tuberculosis with symptoms so slight 
to incapacitate the patients little or not at all. 
ile sanatorium care alone usually accomplishes little for 
casé of pulmonary tuberculosis in the advanced stage, 
often methods of treatment, particularly collapse therapy, 
(M ar the prognosis favorably. For example, Bentley 
His Ma; Research Council, Special Report Series, No, 215, 
jesty's Stationery Office, London, 1936) has recently 
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reported 677 cases treated by artificial pneumothorax in most 
of which moderate to far advanced disease existed when the 
treatment was begun. He compared them with a control group 
consisting of 3,329 patients treated by the sanatorium method 
alone. At the end of five years, the survivals were 20 per cent 
more among the artificial pneumothorax group than among the 
control group. In fact, of the 2,013 males in the control group 

1,443 were dead at the end of five years and of the 1,316 females 

in this group 896 were dead in five years. 

Many patients with far advanced pulmonary disease cannot 
have artificial pneumothorax instituted because of the extent of 
disease in both lungs or the presence of adhesions, which prevent 
a satisfactory collapse. For those who have their disease con- 
fined largely to one lung either on the first examination or 
after a period of bed rest during which artificial pneumothorax 
is found impossible, chest surgery is often capable of closing 
cavities and materially improving prognosis. In fact, many 
persons are living and some are working in this country who, 
without such procedures as extrapleural thoracoplasty and paraf- 
fin packs, could not possibly have survived. Most persons with 
chronic pulmonary tuberculosis in the advanced stage have 
passed through a period of years when the disease was detectable 
by modern methods of diagnosis but when it caused no symp- 
toms. It is only rarely that the disease becomes far advanced 
in a short period. 

The mortality following nephrectomy for renal tuberculosis 
is 2 per cent or less (Wilbolz, Hans: J. Urology 21:145 [Feb.] 
1929). Nephrectomy for renal calculi carries a mortality of 
from 2 to 3.5 per cent. However, if nephrolithotomy is per- 
formed the mortality is 5 per cent in aseptic cases and 15 per 
cent in infected cases. When pelviolithotomy is performed, the 
mortality is 1.8 per cent in aseptic cases and 3.3 per cent in 
infected cases. The mortality is approximately the same when 
nephrectomy is done for pyonephrosis as in the case of renal 
calculi. The mortality following nephrectomy for tumor ranges 
between 5 and 15 per cent in adults and as high as 50 per cent 
in the infant. These mortality figures following nephrectomy 
are based on the results of the work of expert surgeons in 
this field. 

Generalized miliary tuberculosis is caused by a focus of 
disease finding its way into a large lymphatic duct or a blood 
vessel. A common source of such disease is the lymph nodes 
of the hilar region. These nodes nearly always constitute a 
part of the primary tuberculous complex. They contain case- 
ous material with a high tubercle bacillus content. When this 
material burrows through into a vessel, it feeds the blood stream 
with large numbers of bacilli. The chronic form of pulmonary 
tuberculosis usually does not increase the involvement of the 
regional lymph nodes of the hilus to any appreciable extent. 
Therefore there is little more likelihood of the patient with 
far advanced pulmonary tuberculosis developing miliary disease 
than the person who has only the primary tuberculous complex 
with no previous illness from the disease. 

In fact, miliary tuberculosis is not an uncommon complica- 
tion among infants who have developed the primary complex 
as manifested by the positive tuberculin reaction. Usually such 
infants have little or no evidence of disease in the lungs except 
the small primary focus, but the hilar lymph nodes are definitely 
involved. Among infants who have been contaminated with 
tubercle bacilli there is considerable risk from miliary tuber- 
culosis within three months after the primary complex develops. 

Following this period the risk is decreased but there remains 
a possibility of the development of miliary disease as long as 
the hilar lymph nodes contain caseous foci, which may be for 
the remainder of the lifetime of the patient. Thus, apparently 
normal, healthy individuals in all decades of life are seen who 
fall acutely ill and die in a short time of miliary disease. Many 
such persons never knew that the tuberculous primary complex 
existed in their bodies, but after illness appeared x-ray exami- 
nation may or may not have revealed evidence of Ghon tubercle 
formation in the lung or calcium deposits in the hilar region. 
The postmortem examination reveals the true source of the 
miliary disease in one of the caseous regional lymph nodes, 
which had recently poured into the blood steam large numbers 
of tubercle bacilli. Among adult patients with chronic pul- 
monary tuberculosis, the incidence of generalized miliary tuber- 
culosis is extremely small. It is usually not greater than 1 per 
cent. 

Diffuse tuberculous meningitis has been proved by Rich and 
McCordock (Bull. Johns Hopkins Hosp. 52:5 [Jan.] 1933) to 
be caused by a previously existing tuberculous focus in or 
adjacent to the central nervous system. It is probable that 
such foci are laid down in these parts by neutrophils, which 
focalize tubercle bacilli in various parts of the body soon after 
the first infection occurs. As in the lungs, these primary foci 
usually produce no significant symptoms and may lie dormant 
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throughout a long lifetime. Every one who has witnessed 
numerous examinations of the central nervous system at post- 
mortem has seen solitary tubercles which had nothing to do 
with death. However, such a primary focus constitutes a 
potential menace, for, like those in the lung or the hilar region, 
its caseous material may burrow through and the imprisoned 
bacilli escape. When located in and adjacent to the central 
nervous system, the bacilli may spread into one of the ventricles 
of the brain or directly into the subarachnoid space and there 
set up diffuse tuberculous meningitis. Here, as in miliary 
disease, the greatest danger appears to be within a period of 
three months after the primary foci are laid down (Wallgren, 
Arvid: J. Pediat. 5:291 [Sept.] 1934). However, such foci in 
and about the central nervous system constitute a distinct 
danger to the host as long as they contain living tubercle bacilli. 
Thus in all decades of life, including the period of senility, per- 
sons who have always enjoyed good health suddenly fall ill 
and die of tuberculous meningitis, after which careful exami- 
nation of the central nervous system reveals the presence of 
the old focus that was responsible for the fatal meningitis. Far 
advanced pulmonary tuberculosis apparently has nothing to do 
with the development of tuberculous meningitis, although all 
such patients have had primary foci laid down in various parts 
of the body before their pulmonary disease began and some 
have such foci in the brain. If these foci rupture into the ven- 
tricles or subarachnoid space, the patients will die of meningitis 
in the same manner as those who have no chronic pulmonary 
disease. Among adults who have chronic pulmonary tuber- 
culosis, the incidence of tuberculous meningitis may be as high 
as 3 or 4 per cent. It is probable that a number of persons 
whose deaths have been accredited to tuberculous meningitis 
in reality had generalized miliary tuberculosis, with the chief 
symptoms referable to the central nervous system. 

Obviously, there is a much larger number of persons who 
have tuberculous primary complexes in their bodies than the 
number who have also developed chronic pulmonary disease. 
Therefore the potentialities of both tuberculous meningitis and 
miliary disease from the standpoint of the total number of cases 
are greater among those in the general population who do not 
have clinical pulmonary tuberculosis than among those who 
have it. 


DESENSITIZATION IN HAY FEVER 

To the Editor:—I am treating some hay fever patients by attempting to 
desensitize them. 1. In what percentage of cases can one reasonably 
expect to get practically full relief, very good results and fair results? 
2. Does the continuous method of desensitization give better results than 
the preseasonal method for the strict ragweed type? 3. Is there any rela- 
tion between the degree of sensitivity and the results that may be 
expected? 4. Are the results obtained better if the patient has had it 
for only one or two years than if he has had it several years? 5. If 
relief is partial the first year, is there apt to be further improvement after 
additional years? 6. Is it true that in a certain percentage of cases after 
four or five years the relief is complete? 7. Is there any danger in daily 
doses of atropine from 1459 to 400 grain (from 0.4 to 0.3 mg.) given 
throughout the season? 8. Is there any tendency for ephedrine if given 
each season over a period of years to produce any permanent change in 
blood pressure? 9. What is the safest method in obtaining a palliative 
relief in a patient who also has hypertension? 


R. C. ConyBeare, M.D., Benton Harbor, Mich. 


ANSWER.—1. It is possible to obtain practically full relief in 
40 per cent, good results in 30 per cent and fair results in about 
15 per cent. It must be realized, however, that these percentages 
will vary depending on the type of hay fever with which one 
is dealing and also in the nature of the community wherein the 
patient resides. For example, grass sensitive patients as a rule 
give much better results with specific therapy than ragweed 
sensitive patients. And the percentage of good results in 
Richmond, Va., will be much greater than in a group treated 
in the same way in Kansas City. This is due to the fact that 
the patients in localities such as the latter are exposed to a 
greater concentration of pollen and therefore are more difficult 
to desensitize. 

2. If one should compare equal series treated by the two 
methods one would find a larger average of good results among 
those treated continuously. However, it does happen in occa- 
sional patients that preseasonal treatment yields better results 
than perennial treatment for some unknown reason. Further- 
more, it must be kept in mind that an important disadvantage 
of continuous treatment is the fact that the patient often tires 
of the treatment and may therefore discontinue treatment more 
quickly than if he is on the preseasonal plan. 

3. The intensity of the skin reaction has no definite relation 
to the degree of clinical sensitivity. If the patient’s clinical 
symptoms are mild, the results of treatment will be better, 
regardless of the intensity of the skin reaction, than in a patient 
whose symptoms are severe. However, of two patients with 
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the same severity of symptoms, the one with the milder skin 
reaction will not do as well as the one with the stronger reaction 
unless he receives a higher maximum dose. 

4. Provided no additional sensitization has occurred, and 
provided no complicating disorder has occurred (such as sinus 
infection or polyposis), the duration of the symptoms has prac. 
tically no bearing on the results of treatment. 

5. In many cases additional years of treatment improve the 
partial results of the first year, chiefly because a greater degree 
of desensitization is possible by continued treatment. 

6. A few patients obtain relief that tends to persist. Some 
have no recurrence of symptoms after many years, while others 
have recurrences after two or three years. 

7. In the majority of cases there is no danger to life (unless 
the patient has an idiosyncrasy for the drug) but there is a 
possibility of accumulation of the drug within the body with 
the production of unpleasant side effects and even mild poisoning 
symptoms. In the experience of some allergists, atropine has 
not been of any great use in the treatment of hay fever. 

8. There is but little danger of producing hypertension from 
the use of ephedrine given during the season over a period of 
years. 

9. In the majority of patients with hypertension, small doses 
of ephedrine have little effect on blood pressure. However, in 
questionable cases, one may use ephedrine locally in the form 
of sprays or jellies. 


EFFECTS OF ALCOHOL ON WORKERS WITH 
CARBON DISULFIDE 
To the Editor:—I am a plant physician in a chemical company where, 
among other things, rubber accelerators are made. For a number of 
years the company has been manufacturing two compounds known as 


(CH3)\, . _7 (CH3) 

(CH3)/ faci ey Wy \ (CH3) tetramethylthiuram disulfide 
S Ss 

(CH3)\ __ 7 (CH3) 

(CH3) /. 1 a) aa \ (CH3) tetramethylthiuram monosulfide 
Ss S 


The laborers working with these chemicals, especially the ones who 
grind the finished products, find that they cannot drink alcohol in any 
form. Even beer will cause a flushing of the face and hands, with rapid 
pulse, and some of the men describe palpitations and a terrible fulness 
in the face, eyes and head. After a glass of beer (6 ounces) the blood 
pressure falls about 10 points, the pulse is slightly accelerated, and skin 
becomes flushed in the face and wrists. In fifteen minutes the blood pres- 
sure falls another 10 points, the heart is more rapid, and the patient 
complains of fulness in the head. There doesn’t seem to be any other effect 
of the chemical; men have worked here for years without any complaint 
other than their inability to drink. They have become involuntary total 
abstainers. I wonder if there is any other way to test the toxicity. We 
have used a patch test on mice and fed it to mice without harm, If 
the chemical compound is not harmful to man, one wonders whether one 
has discovered the cure for alcoholism. I would appreciate knowing your 
reaction on that point. E. E. Wirurams, M.D., Naugatuck, Conn. 


Answer.—As long ago as 1910, Haas and Heim, addressing 
the International Congress on Industrial Hygiene in Brussels, 
pointed out the disturbing effects of alcohol on workers manipu- 
lating carbon disulfide. In the present instance the alcohol may 
be regarded as a provocative agent, demonstrating the actuality 
of clinical sulfide poisoning, minor in degree at the present - 
but possibly constituting much more of a threat to the — 
being of exposed workers than implied in the query. Each 0 
these accelerators is best known as injurious because of skin 
irritating properties. Public Health Bulletin 215 of the United 
States Treasury Department, 1934, prepared by Schwartz, points 
to these substances as sources of skin diseases chiefly following 
sensitization. A similar experience was encountered by Osborne 
and Putnam, as reported in THe Journat, Sept. 17, 1932, 
page 972. Little is known about the systemic action of these 
complex sulfides. Such as is known reveals a similarity yer 
their action and that of carbon disulfide. Reference should 
made to Hamilton’s compilation of material on the toxicity 
this substance. One paragraph is quoted for the purposes 
emphasis, but if the toxicity of these sulfide accelerators even 
approaches that of carbon disulfide, the situation must 
reckoned as more than of passing importance: oul 

“Recent literature we not —_ such —— —_ _ 
form now encountered being either a rapidly developing 1nse 
or a polyneuritis with more or less paralysis. Laudenheimet 
collected the histories of no less than fifty cases of carbon 
disulphide insanity which were treated in Flechsig’s clinic ™ 
Leipzig. The early symptoms in these cases consisted usually 
of frontal headache, dizziness, increasing weariness mee 
strength, transient excitement, and slight delirium, very i* 


alcoholic intoxication. Later deep depression came 0M; 














f. A, 
1937 
skin 

ction 


and 
sinus 
yrac- 


» the 
gree 


thers 


nless 
is a 
with 
ning 


from 


od of 


doses 
er, in 
form 


where, 
ber of 
wn as 


Ifide 


AND 


VotumeE 109 
NumBER 18 


QUERIES 


if the exposure continued, an increasing indifference, apathy or 
melancholy, and always a weakened memory developed. Drowsi- 
ness and stupidity would then sometimes pass suddenly into 
acute mania, or into melancholia with delusions of persecution. 
These might terminate in recovery or end in incurable dementia.” 


TREATMENT OF SYPHILIS AND LICENSE TO 
DRIVE MOTOR CAR 


To the Editor:—I should like to get your opinion regarding a patient 
under my supervision for the treatment of syphilis. It was contracted 
in March 1929. At that time he received a total of twenty injections of 
a bismuth compound, four injections of mercury, and fifty tablets of red 
mercuric iodide. I saw him first in November 1936 because of a severe 
convulsion. At that time the Hinton, Wassermann and Kahn tests were 
negative. The spinal fluid was normal. An encephalogram and a ven- 
triculogram showed no evidence of a brain tumor. A roentgenogram of 
the heart and lungs showed a definite increase in the width of the aorta. 
The electrocardiogram was normal. A diagnosis of cardiovascular and 
vascular neurosyphilis was made. He has had twelve weekly injections 
of quinine bismuth iodide 6 grains (0.4 Gm.), accompanied by potassium 


iodide 20 drops three times daily. The last three weekly treatments have 
each consisted of 0.3 Gm. of neoarsphenamine. Since the original visit 
he has had only one convulsion, with which he lost consciousness for a few 


minutes and recovered spontaneously without any after-effect. Since 
January 11 he has had only one mild attack. At that time he did not fall 
down. He has had a few dizzy spells, which were not serious. Since 
having the neoarsphenamine he has shown rapid improvement physically 
and seems to be doing as well as can be expected. During the past week 
he received notice from the state registry of motor vehicles that his 


license to drive had been suspended. This suspension was done on the 
advice of the physician who called to see him at the time of the mild 
convulsion. During the past three and one-half months he has hired 


some one to drive his car and has made arrangements to continue so 
unti} May 1 at least. In your opinion how long should one wait, with 
the present plan of treatment, before assuring him and the registrar of 
motor vehicles that he will be in physical condition to drive his own car: 
M.D., Massachusetts. 


Answer.—Since the diagnosis of syphilis is not adequately 
confirmed, it would be advisable to coustier ny other causes 
of fainting, such as h lycemia and carotid sinus syncope 
(see Ferris, Capps and Weiss: Medicine 14:377 [Dec.] 1935). 
Assuming that the patient has syphilis and that he continues 
his treatment, it would be reasonable to suppose that driving 
acar would not present exceptional hazards after he had been 
symptom free for a year. 


BASLE NOMENCLATURE IN ANATOMY 


To the Editor:—Will you please send me any literature that you can 
on the subject of the Basle nomenclature in anatomy? Ww hat I especially 
want to learn 1s the various advantages which this terminology has proved 


itself to have over the older set of names. I should also, however, like to 
know the date when, and the auspices under which, the Basle terminology 
was adopted. If you can also send me something on the assistance which 
the nomenclature of Linnaeus has afforded to botanists and zoologists I 
should appreciate the kindness fully. 

T. H. Suastip, M.D., Duluth, Minn. 


Answer.—The BNA (Basle nomina anatomica) is the prod- 
uct of the Commission on Nomenclature appointed by the 
Anatomical Society in 1889. Its report (the BNA) was 
accepted in 1895 at a meeting in Basle, Switzerland. 

This society was international; in 1895 it had 145 German 
members and 129 members from other nations. The chairman 
of the commission was Prof. W. Krause of Berlin; the mem- 
bers included Prof. G. D. Thane of London, and representa- 
tives of several other countries were invited to join it. They 
were among the ablest anatomists of that time. 

The need for it appeared in the multiplication of terms. 
More than 30,000 were in the literature for 4,500 structures. 
Wilder, Gould and Gage in America, Henle in Germany, and 
the anatomic societies of Germany, Britain and America had 
urged the necessity of simplification. 

€ commission served without pay. The cost of correspon- 
dence and mimeographing was about $3,000; it was defrayed 

Y scientific academies of Germany and Austria Hungary and 
y the Anatomical Society. 

The Plan included only names of descriptive gross human 
anatomic structures. Personal names were omitted except as 
some few had become universally adopted and firmly estab- 
lished as to make their omission impossible—these were added 
i brackets. The governing principles were as follows: 

1. Each part shall have only one name. 

2. It shall be in Latin, philologically correct. (Most names 
Were in Latin form anyway and Latin is the only international 


ge. 

3. It shall be short and simple. 

' It need not be descriptive or speculative. 
- Related terms shall be similar. 
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6. Adjectives shall in general be arranged as opposites, as 
major-minor ; superficialis-profundus. 

More minute terms used in the medical specialties were 
omitted. 

The work was admirably done. More than five sixths of 
names previously used locally were abandoned—they were not 
necessary. The arrangement of terms indicated the normal 
structure—branches of vessels, nerves and others. The use of 
these names in the atlases of Spalteholz, Toldt and Sobotta 
and in the textbooks of all countries led to its adoption almost 
universally, to the great advantage of medical sciences and of 
medical students. 

The International Association of Anatomists, established later, 
has continued the revision. It has now a Commission on 
Nomenclature, including several American members; Professor 
Jackson of Minnesota is chairman of the American section. 
The commission has suggested a few changes and is now 
considering others. 

Linnaeus (Carl von Linné, 1707-1778) introduced method and 
classification into botanic nomenclature. His classification was 
based on pistils and stamens and his arrangement included 
genera and species. His names were in Latin form. Previous 
classifications were based on medical use (Brunfels 1530), on 
fruits (Caesalpinus 1583), on external appearance (Gerard 
en on flowers (Ray 1682) and on the corolla (Tournefort 

Linné’s system had a better basis than its predecessors, 
because pistils and stamens are more important organs. 

Jussieu and Brown made classifications later which, includ- 


ing all parts and all the life history of plants, were better than 
inne s. 


ASPERMIA AND DELAYED OR ABSENT ORGASM 

To the Editor :—A man, aged 33, single, 5 feet 8 inches (173 cm.) 
bs pole vane 175 pounds (79 Kg.), is well developed and nourished, 
I ark hair and brown eyes, is a saw mill worker of good average 
intellect and gets along well with his employer and fellow workmen. He 
has the average number of both male and female friends. He sleeps 
and eats well and enjoys his work. On examination the Kahn test is 
negative and the hemoglobin, red cells and white cells are normal. The 
blood pressure is 127 systolic, 80 diastolic, and the urine is normal. 
There is normal distribution of the hair of the body. The penis is of 
average size and the testes are normal in size and_ sensation. The 
prostate and urethra are normal. There is no family history of insanity 
or “nervous breakdowns.” At the age of 18 he had his first sexual 
intercourse and at 23 he had gonorrhea, which cleared up in about 
five months under medical treatment. From 23 years of age to 31 
he had intercourse with various women, but usually not oftener than once 
a month. From 31 to 32 he had intercourse twice and not at all for the 
past year. These are his own words: “Doctor, I think there is something 
the matter with me. I want to get married but I am afraid to because 
I will make a nervous wreck out of my wife. I am afraid I would send 
her crazy.” ‘‘Why?” I asked. “Because it takes me so long to come, 
and the girl is all nervous and played out.” I have gathered these 
points from the history: From his first intercourse till he had gonor- 
rhea he had noticed no inability to have and hold an erection but he did 
notice that the time required to work up to an orgasm and ejaculate was 
longer than normal. As he has grown older there is no inability to have 
an erection and hold it but there are times when he has no ejaculation 
and no sense of satisfaction. Intercourse with a prostitute once lasted 
so long that she refused him further. Another time he had intercourse 
once a week for three months and was again refused for the same reason. 
Lately intercourse has been so unsatisfactory that he has not indulged 
for a year. Now the question of marriage comes up and I am anxious to 
find a way of helping him. Could you throw any light on the condition? 

M.D., British Columbia. 


ANSWER.—This is a rather unusual condition known as 
aspermia. In the typical case, the patient has normal desire 
and normal erection but, try as hard as he may, he cannot have 
an ejaculation during coitus. Some of these patients can mas- 
turbate with ejaculation, some have wet dreams, and in most 
of them fluid containing live spermatozoa can be expressed by 
massaging the prostate and stripping the seminal vesicles. Dur- 
ing coitus, however, which may be kept up indefinitely,: no 
ejaculation occurs. In some cases, during coitus, the fluid 
regurgitates into the bladder instead of coming out of the 
urethra and an examination of the urine after coitus will show 
the presence of semen. 

The condition has sometimes been acquired by the patient 
holding back his ejaculation during spooning and even during 
coitus, thus deranging the entire valvular and nervous mecha- 
nism. Cases have been reported in which an examination of 
the prostatic urethra with the urethroscope showed the presence 
of bands preventing the proper dilatation of the urethra during 
coitus. In others there is a nervous inhibition during coitus, 
having the same result. 

As regards treatment, the urethra should be examined with 


-the .urethroscope and any abnormality found should be cor- 


rected. In some instances the ingestion of intoxicants or seda- 
tives will remove the psychic inhibition and effect a cure. All 
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unnatural and ungratified methods of coitus as well as ungrati- 
fied sexual excitement (such as spooning) must be forbidden. 
The condition is difficult and in some cases almost impossible to 
cure. It is interesting in this connection to note that the opera- 
tion of presacral neurectomy performed to relieve bladder pain 
which cannot be relieved by any other method will cause 
aspermia. 


SKIN SENSITIVITY AND HAY FEVER 


To the Editor:—A medical student, aged 26, began sneezing the last 
week in August and his attacks have continued since. Skin tests revealed 
sensitivity to timothy, June grass, orchard grass and red top. There was 
no reaction to ragweed. The patient has not left New York. Please 
explain the discrepancy between the skin tests and the occurrence time of 


the symptoms. M.D., New York. 


ANSWER.—The sneezing coming on the last week in August 
and continuing through the ragweed season would certainly 
suggest hypersensitivity to ragweed. The method of skin test- 
ing was not mentioned in the query and it may be that the 
patient’s skin is not especially sensitive. If the first tests were 
done by the scratch method and were negative to ragweed, 
intracutaneous tests to ragweed should then be tried beginning 
with 1: 1,000 dilutions and if negative followed by 1:100. If 
these two also are negative the conjunctival method should be 
tried. This consjsts in the application by means of a toothpick 
of a small amount of raw ragweed pollen to the lower eyelid. 
A positive reaction is indicated by tears and conjunctivitis, 
which, if excessive, can easily be relieved by one or two drops 
of 1: 1,000 epinephrine solution. If the patient gives negative 
reactions to ragweed by all three methods, the scratch, intra- 
dermal and conjunctival, almost certainly he is not sensitive 
to ragweed. In such an event the physician should look for 
other causes of sensitivity besides ragweed and complete skin 
tests should be done for foods, molds, animal danders and such 
miscellaneous substances as house dust, cottonseed and orris 
root. 

Mention is made that positive reactions were obtained for 
four grasses: timothy, June grass, orchard grass and red top. 
This does not necessarily indicate that the patient is clinically 
sensitive to grass pollen but means that the patient is a poten- 
tial grass hay fever sufferer. An overdose of grass pollen such 
as might occur from spending June and July among weeds 
might well precipitate a typical grass hay fever, which might 
then recur year after year. 





TESTS FOR ALBUMIN IN URINE 

To the Editor:—-I have used Heller’s test for the detection of albumin 
in the urine. Lately, however, I have had a patient who gives a reaction 
that is not typical. The urine is water clear and varies in specific 
gravity from a low of 1.004 to a high of 1.018. He is 42 years old. 
There are no casts in the centrifugated specimen. The acid is put 
carefully into a dry tube and the urine is run down the side of the 
tube. There is no immediate reaction at the point of contact. About 
three to five minutes after the test is made, in about half of the speci- 
mens, a delicate ring shows up just above the point of contact. It is 
always opaque, but sometimes it is of a delicate purple. Is this an 
ordinary reaction for a trace of albumin or is it something else? It is 
a matter of insurance for a personal friend and I am puzzled as to 
whether it is to be counted as a positive or negative albumin test. 

Josep R. LatHam, M.D., New Bern, N. C. 


AnsweER.—The Heller test is excellent for routine work but 
must be checked by more delicate methods when there is any 
doubt concerning its accuracy. There are several substances 
which form rings with nitric acid which are not serum albumin. 

Nucleo-albumin forms a ring about 1 cm. above the point of 
junction. Epthelial cells, white cells and red blood cells are 
usually the cause of the nucleo-albumin. 

Urea forms a crystalline white ring at or near the point of 
junction. 

Bence-Jones protein also forms a ring at the junction and 
must be differentiated by the heat test. 

Colored rings at the junction are frequent in highly con- 
centrated urines with nitrogenous waste products. 

There are several points which speak against this patient 
having albumin: (1) delay in the appearance of the ring, (2) 
the appearance of the ring above the point of contact and 
(3) the purple coloration of the ring. In the absence of casts, 
blood and white cells in the urine, and a specific gravity which 
has such a wide range, pathologic albuminuria would seem to 
be unlikely. Orthostatic albuminuria should be considered and 
samples of urine after exercise and after rest should be tested. 
Tests for albumin by thé heat acetic acid and either the sulfo- 
salicylic acid or the tricholoroacetic acid methods should also 
be employed. Either of these three methods is more delicate 
on is the Heller test. A kidney function test should also be 
one. 
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ALCOHOLIC BEVERAGES ON BREATH 
To the Editor :—How much whisky, brandy or gin can be ingested with. 
out becoming detectable on the breath at a distance of one foot; of three 
feet? Emitio L. Hercert, M.D., Brooklyn. 


ANSWER.—This question is difficult to answer because of 
numerous unknown factors, such as the time interval between 
drinking and sniffing, cooperation on the part of the exhaler, 


consumption of food, particularly garlic and onions, halitosis * 


from other sources, the use of mouth washes, and the acuity 
of the sense of smell of the investigator. Since mere gargling 
with alcoholic beverages may have a large sphere of influence, 
it is evident that there is no quantitative relationship between 
amount consumed and fragrance. 


PERCENTAGE OF LOSS OF VISION 


To the Editor:—I have a patient who has an industrial loss of central 
vision. He has complete loss of central vision. The visual acuity for 
distance is only 20/200. Naturally there is no binocular vision present, 
What would your opinion be with regard to the percentage of loss? 
Would it be 75 per cent, or would it be considered only for function A, 
as reported in the ‘‘Estimated Compensation for Eye Injuries’’? 


W. R. Hickman, M.D., Logansport, Ind, 


Answer.—According to the compensation table adopted by 
the American Medical Association in 1925, further information 
is needed before an estimation of percentage of loss can be made 
in this case. Central visual acuity of 20/200 for distance 
represents a percentage loss of 80 per cent; but that applies 
only to one function. There must be taken into account the 
central visual acuity for near, the field of vision, and the ques- 
tion of diplopia, not to mention the visual acuity for near and 
for distance of the uninjured eye. Furthermore, it must be 
stated whether the vision obtained is with the best possible 
correcting glass. 


NAUSEA OF PREGNANCY 
To the Editor:—I would greatly appreciate a statement on the latest 
theory concerning nausea of pregnancy. Would the fact that cholesterol 
which is formed in diminishing amounts in the blood of pregnant women 
have any bearing on the production of nausea during pregnancy? If this 
is so, would the administration of a product consisting essentially of 
glycocoll tetracetate, fel bovis and cerium isovalerianate correct this con- 


dition? JoserpH MANDELBERG, M.D., Brooklyn. 


ANSWER.—There is no satisfactory explanation of the nausea 
that occurs during pregnancy but undoubtedly the psyche plays 
an important part. Only about 50 per cent of pregnant women 
have this symptom. Contrary to the statement made in the 
query, cholesterol is not decreased during pregnancy but defi- 
nitely increased. Slemons and Stander believe that the striking 
increase in cholesterol during gestation is at least in part a 
preliminary provision for lactation. It is impossible to say 
whether the substances mentioned will overcome the nausea 
associated with pregnancy but, if they prove to be successful, 
a large part if not all of this benefit will be due to the psychic 
effect of the administration of medicine. 


TETANUS ANTITOXIN NOT A _ SUBSTITUTE 
FOR DIPHTHERIA ANTITOXIN 

To the Editor :—If one had a bad case of diphtheria and had tetanus 
antitoxin, would one be justified in giving tetanus antitoxin for the diph 
theria? I gave a child tetanus antitoxin by mistake for diphtheria and 
the case cleared up as nicely as any case of diphtheria I ever treated 
with diphtheria antitoxin. Is it not the foreign protein in the antitoxin 
that does the work and not the particular germ used in its manufacture? 
Please omit name. M.D., Tennessee. 


ANsweER.—The specific curative action of diphtheria antl 
toxin is due to the antitoxin that neutralizes the diphtheria 
toxin in the patient. A physician would not be justified in 
giving tetanus antitoxin in place of diphtheria antitoxin @ 


patients suffering from diphtheria. 


TRAUMA IN RELATION TO DIABETES 
To the Editor:—I have a patient who is afflicted with diabetes. He 
claims that this diabetes did not exist prior to the time he recet an 
injury to the sixth cervical vertebra, and I can see no connection between 
the diabetes and the injury to this vertebra. Do you have a treatise on 
this subject? M. V. Wicker, M.D., Wayland, Ky: 


Answer—A volume issued March 17 by Lea & Febigeh 
South Washington Square, Philadelphia, bears the title “Trauimé 
in Relation to Disease.” One of the articles in it is ¢ 
“Trauma in Relation to Diabetes” and it is written by EiHoP 
P. Joslin, M.D. : 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 
STATE AND TERRITORIAL BOARDS 


Atasama: Montgomery, June 28. Sec., Dr. J. N. Baker, 519 Dexter 
Ave., Montgomery. : é 

Arkansas: Basic Science. Little Rock, Nov. 1. Sec., Mr. Louis E. 
Gebauer, 701 Main -<g 1 Little Rock. Medical (Regular). Little Rock, 
Dec. 21-22. Sec., J. Kosminsky, Texarkana. Medical (Eclectic). 
Little Rock, Dec. 21. of .. Dr. Clarence H. Young, 1415 Main St., Little 
Rock. 


CatirorNiA: Reciprocity. Los Angeles, Nov. 10. Sec., Dr. Charles 
B. Pinkham, 420 State Office Building, Sacramento. 

CoLorAvo: Basic Science. Denver, Dec. 15-16. Sec., Dr. Esther B. 
Starks, 1459 Ogden St., Denver. 

CoNNECTICUT: Medical (Regular). Hartford, Nov. 9-10. Endorse- 
ment. Hartford, Nov. 23. Sec., Dr. Thomas P. Murdock, 147 West 
Main St., Meriden. Medical (Homeopathic). Derby, Nov. 8-9. Sec., Dr. 
Joseph H. Evans, 1488 Chapel St., New Haven. 

DELAWARE: Dover, July 12- 14, Sec., Medical Council of Delaware, 
Dr. Joseph S. McDaniel, 229 S. State St., Dover. 

DIsTRICT OF Cotumsia: Basic Science. Washington, Dec. 27-28 
Medical, Washington, Jan. 10-11. Sec., Dr. George C. Ruhland, 203 
District Bldg., Washington. 

Froripa: Jacksonville, Nov. 15-16. 
Box 786, ‘Tampa. f 

Iowa: Des Moines, Nov. 8-10. Dir., Division of Licensure and Regis- 
tration, Mr. H. W. Grefe, State Department of Health, State House, Des 


Sec., Dr. William M. Rowlett, 


Moines. 

Kansas: Topeka, Dec. 14-15. Sec., Board of Medical Registration 
and Examination, Dr. F. Hassig, 905 N. 7th St., Kansas City. 
Kentucky: Louisville, Dec. 7-9. Sec., State Board of Health, Dr. 


A. T. McCormack, 532 W. Main St., Louisville. 

MarnE: Portland, Nov. 9-10. Sec., Board of Registration of Medicine, 
Dr. Adam P. Leighton, 192 State St., Portland. 

Marytann: Medical (Regular). Baltimore, Dec. 14-17. Sec., Dr. 
John T, O'Mara, 1215 Cathedral St., Baltimore. Medical (Homeopathic). 
Baltimore, Dec. 14-15. Sec., Dr. "John A. Evans, 612 W. 40th St., 
Baltimore. 

MassaciivsETTS: Boston, Nov. 8-10. Sec., Board of Registration in 
Medicine, Dr. Stephen Rushmore, 413-F State House, Boston. 

Mississivp1: Reciprocity. Jackson, Dec. Asst. Sec., State Board of 
Health, Dr. R. N. Whitfield, Jackson. 

Nepraska: Lincoln, Nov. 15-16. Dir., Bureau of Examining Boards, 
Mrs. Clark Perkins, State House, Lincoln. 


— Carson City, Nov. 1-3. Sec., Dr. John E. Worden, Carson 
ity. 

New HampsuirE: Concord, March 10:11. Sec., Board of Registration 
in Medicine, Dr. Fred E. Clow, State House, Concord. 


NortH CAROLINA: Endorsement. Raleigh, Dec. 6. Sec., Dr. B. J. 
Lawrence, 503 Professional Bldg., Raleigh. 
North Daxota: Grand Forks, Jan. 4-7. Sec., Dr. G. M. Williamson, 
4% §. 3rd St., Grand Forks. 

Ox10: Columbus, Nov. 30-Dec. 3.  Sec., 
H. M. Platter, 21 W. Broad St., Columbus. 
Oxtanoma: Basic Science. Oklahoma City, Dec. 1. Sec. of State, 
Hon. Frank C. Carter, State Capitol Bldg., Oklahoma City. Medical. 
Oklahoma City, Dec. 8. Sec., Dr. James D. Osborn, Jr., Frederick. 
OREGON: Basic Science. Portland, Nov. 20. Sec., State Board of 
Higher Education, Mr. Charles D. Byrne, University of Oregon, Eugene. 
PennsyLvANntA: Philadelphia, Jan. Sec., Board of Medical Education 
and Licensure, Dr. James A. Newpher, 400 Education Bldg., Harrisburg. 
South CARoLINna: Columbia, Nov. 9. Sec., Dr. A. Earle Boozer, 505 
Saluda Avenue, Columbia. 

South Dakota: Pierre, Jan. 18-19. 
Dr. B. A. Dyar, Pierre. 

Texas: Wichita Falls, Nov. 8-10. 
Mercantile Bldg., Dallas. 

Vermont: Burlington, Da 8. Sec., Board of Medical Registration, 


Dr. W. Scott Nay, Underhill 
Dr. J. W. Preston, 28% 


Vireinta: Richmond, Dec. 8-10. Sec., 

Franklin Road, Roanoke. 

Wesr VirGINta: Charleston, Nov. 8-10. Sec., Public Health Council, 

Dr. Arthur E. McClue, State Capitol, Charleston. 
Wisconsin: Basic Science. Milwaukee, Dec. 11. Sec., Prof. Robert 
Bauer, 3414 W. Wisconsin Ave., Milwaukee. Medical. Madison, 

ll Sec., Dr. Henry J. Gramling, 2203 S. Layton Blvd., 
aukee 


State Medical Board, Dr. 


Director of Medical Licensure, 


Sec., Dr. T. J. Crowe, 918-19-20 


NATIONAL BOARD OF MEDICAL EXAMINERS 
SPECIAL BOARDS 


Examinations of the National Board of Medical Examiners and 
Special Boards were published in THE JourNAL, October 23, page 1387. 


Oklahoma June Examination 
Dr. James D. Osborn Jr., secretary, Oklahoma State Board 
of Medical Examiners, reports the written examination held at 
Oklahoma City, June 9-10, 1937. The examination covered 
2 subjects and included 120 questions. An average of 75 per 
cent was required to pass. Forty-nine candidates were examined, 
all of whom passed. The following schools were represented: 


School PASSED ks Oe 
“Teac © University, University and Bellevue Hospital 
Universi BORE kkk cha Nee cheeks ake ss be eAs (1934) 82 
ote gy RO School of Medicine Sips RRC aED (1934) 84, 


(199) 0,* 81,* 82%, 82,* 83,* 83,*. 83," 83,* 83,* 
ae 83,* 84," 84.* 84," 84,* 84," 84," 84,* 84," 84,* 

85,* 85," 85,* 85,* 85,* 85,* 85,* 85,* 85,* 86,* 
86* 86,* 86;* 86," 86," 86," 86," 86,* 87,* 87," 88,* 
88,* 88+ gg’* got 


Baylor Wabverns” College of Medicine................ (1935) 82 


AND LICENSURE 


Ten physicians were licensed by reciprocity from January 5 
through July 20. The following schools were represented: 


Year Reciprocity 


School LICENSED BY RECIPROCITY Grad 
University of Arkansas School of Medicine.......... (1905) 
Howard University College of Medicine.............. (1914) 


University of Kansas School of Medicine....(1917), (1923), 
(1935) Kansas 


Tulane University of Louisiana School of Medicine. ...(1932), 


(1934) Louisiana 
Washington University School of Medicine...(1927), (1935) 
Baylor University College of Medicine.............. (1926) 


* License withheld pending completion of internship. 


Florida June Examination 


with 
Arkansas 
Kansas 


Missouri 


Texas 


Dr. William M. Rowlett, secretary, State Board of Medical 
Examiners, reports the examination held at Jacksonville, June 


14-15, 1937. 


One hundred and forty-four candidates were examined, 
The following schools were 


of whom passed and 23 failed. 
represented : 


Year 

School snes Grad. 
Georgetown University School of Medicine............. (1935) 77, 

en Meee Cees. v6 coin vnws di acec ddieaes ices (1897) 

Emory University School of Medicine................ (1934) 


77.3, 82, (1935) 81.2, 85.5, (1936) 77, (1937) 76.4, 
76.8, 77, 78.7, 81, 82, 82.3, 82.4, 82.5, 82.8, 83, 83, 
85.5, 86.6 
University of Georgia Medical Department. .(1912) 80, (1931) 
University of Georgia School of Medicine............. (1933) 
i PB 79.3, 80.8, 81, (1936) 79.4, (1937) 75, 80.2, 


Loyola University School of Medicine............... (1918) 
(1926) 75.3, (1928) 78.4 

Northwestern University Medical School.............. (1937) 

A Os a eels ade haa cuwaNe nae (1921) 


(1931) 82.4, (1934) 79.7, (1935) 75.5, (1937) 75 

School of Medicine of the Division of the Biological 
UN cn ctlaak 45 ie avedatansakeuek sense aeantiens (1933) 

University of Illinois College of Medicine............. (1914) 
(1922) 76.4, (1928) 81.5, (1929) 78.2, (1932) 76, 
(1933) 81.9, (1935) 80, (1937) 80.8 

University of Louisville School of Medicine........... (1937) 

Louisiana State University Medical Center............ (1934) 
(1936) 75.1, (1937) 79.8 

Tulane University of Louisiana School of Medicine... .(1923) 
(1931) 79.8, (1937) 76.9, 81, 81.2, 81.4, 82, 82, 82.9, 
83.3, 83.4, 84.8 


Johns Hopkins University School of Medicine......... (1912) 
(1937) 84.7 
Harvard University Medical School.................- (1933) 
Taree Comer Mee Ns aio s ccc wowis sds csxecauce (1933) 
University of Minnesota Medical School.............. (1931) 
St. Louis University School of Medicine. .(1927) 79.7, (1935) 
Washington University School of Medicine ye aed weno Wises (1931) 
(1933) 81, (1937) 82.6 
Cornell University Medical College..............000.. (1936) 
Long Island College of Medicine......... (1930) 78.8, (1936) 
New York University, ery and Bellevue Hospital 
POG CAEN, oc ce ciuenanceccorsscccceénsscudane yi 
Syracuse University College of ” Medicine. haad Wekas Maes ag 
Eclectic Medical College, Cincinnati........ (1936) 75, (1337) 
BREE BUENO COO QU vc cceccctccccccscesanenrs 
Ce ee IE bisa cCd wid o dectdventepeasead (1903) 
Ohio-Miami Medical College ...........eccccccescece (1911) 
University of Cincinnati College of Medicine.......... (1937) 
Western Reserve University School of Medicine........(1915) 
Hahnemann Medical College and Hospital of mares #2 (1934) 
Jefferson Medical College - Iie x40 ce ncanss (1926) 
(1929) 83.6, (1935) 82.5 
Temple University School of Medicine...... (1935) 81, pitch, 
University of Pennsylvania School of Medicine......... 33) 
University of Pittsburgh School of Medicine.......... iste; 
(1929) 81 
Woman’s Medical College of vig coe SE eR (1935) 
University of Tennessee College of Medicine............ 1931) 
(1932) 78, 82.3, (1934) 75.8, (1935) 79, “(i936) 82.4 
Vanderbilt University School of Medicine........+...+- (1924) 
(1928) 77, (1929) 83, (1934) 85.2, (1937) 84 
Baylor University College Ne apgeelaelngeie ese (1936) 
Medical College of Virginia........-..-eseseeceereees (1934) 
ba ity of Virginia Department of Medicine.......... (1899) 
193 
University of Wisconsin Medical School.............. (1929) 
> University Faculty of Medicine............... (1912) 
estern University Faculty of Medicine, Ontario...... (1917) 
McGill University Faculty of Medicine................ (1932) 
Universidad de la Habana Facultad de Medicina y 
pI EERIE a ERD PRR IES OES PEGs Cs RE pe (1907) 
University of St. Andrews Conjoint Medical School, 
EEE: « on'0eb.0 vie wleree nek es) 49 ods tebe keene (1934) 
School eee Grad 
University of Arkansas School of Medicine............ (1936) 
College of Medical Evangelists. ..........-02-+cseeeees pete 
Georgetown University School of Medicine............ ag 
Emory University School of Medicine.... 4927) ( 1983) 
Chicago College of Medicine and Surgery........ ee 
College of Physicians and Surgeons of Chicago...... 4905) 
Loyola University School of Medicine...............- (1921) 
(1922) 62.7, Bh nay 73.7 
University of Illinois College of Medicine........:....- (1913) 
University of Maryland School of Medicine........... (1908) 
St. Louis University School of Medicine..............(1926) 


An average of 75 per cent was required to pass. 
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1476 BOOK 
Washington University School of Medicine............ (1913) 72.4 
Columbia University ogg. of Physician and Surgeons. (1917) 72.7 
University and Bellevue Hospital Medical College...... (1917) 73.3 
Obio-Minwsk:.. Mittal TIE o's. 6 566.0665 ns 45.05.0005 (1911) 72.3 
Hahnemann Medical College and Hospital of Phila.....(1897) 72.7 
Jefferson Medical College of Philadelphia...(1901) 36, (1931) 72 
University of Pittsburgh School of Medicine........... (1913) 72 
University of Tennessee College of Medicine........... (1931) 71.3 
Queen’s University Faculty of Medicine.............. (1924) 73.4 


* This applicant has received the M.B. degree and will receive the 
M.D. degree on completion of internship. 
7 Verification of graduation in process. 





Book Notices 


Neurology. By Roy R. Grinker, M.D., Chairman, the Department of 
Neuropsychiatry of the Michael Reese Hospital, Chicago. Second edition. 
Cloth. Price, $8.50. Pp. 999, with 406 illustrations. Springfield, Illinois, 
& Baltimore: Charles C. Thomas, 1937. 


Three years has elapsed since the publication of the first 
edition of this competent work on neurology. Modern neu- 
rology advances so rapidly that extensive revisions have been 
required in this time. For instance, much has been learned 
concerning the vegetative nervous system and the functions 
of the central: cortical centers. There have been extensive 
advances in the knowledge of the cerebral cortex. During 
the past three years there have been serious epidemics of 
encephalitis and in St. Louis particularly there have been 
two extensive epidemics of a special type not seen elsewhere 
and, therefore, especially classified as of the St. Louis type. 
Electro-encephalography has been introduced as a method of 
study, highly technical in character, and its use has been applied 
to various neurologic. disturbances. Moreover, new treatments 
have been developed for myasthenia gravis and myotonia con- 
genita, involving drugs not previously applied in these condi- 
tions. In fact, there is some question as to the exact value 
of some of these new preparations. Nevertheless, enough has 
already been learned to indicate that prostigmin and atropine 
do produce definite effects in myasthenia gravis. In myotonia 
quinine has been much used and here also the subject is still 
under investigation. As in previous years there have been 
new treatments for migraine but there is still an intricate 
classification and an outline of treatment based on extensive 
studies. It is observed that the author speaks of the use of 
cannabis in increasing doses—an old form of treatment among 
neurologists but one that is gradually passing into desuetude. 
A recent governmental action relating to the control of this 
product may result in its elimination from the list of useful 
preparations. 

This textbook of neurology is remarkable in its completeness. 
The author has apparently made a constant and extensive 
survey of available medical literature and he has attempted to 
integrate the new information with well established data so 
that there is hardly a subject on which the user of the book 
will not find some valuable material. Again the publisher is 
to be commended for the quality of the publication. The book 
is printed in clear type on fine stock and all the pictures are 
artistically developed, well selected and instructive. A com- 
prehensive index completes the work. 


Morphologische Pathologie: Eine Darstellung morphologischer Grund- 
lagen der allgemeinen und speziellen Pathologie. Von Prof. Dr. Werner 
Hueck, Direktor des Pathologischen Instituts der Universitit Leipzig. 
Paper. Price, 52 marks. Pp. 818, with 811 illustrations. Leipzig: 
Georg Thieme, 1937. 


The material presented in this book corresponds to that 
encountered in a textbook of general and systemic pathology, 
though the author deliberately avoids so describing it. He 
wishes to reserve for himself the right to decide which of his 
subjects are the more important, which should be discussed 
more fully, and which may be omitted. Therefore he chooses 
“Morphologic Pathology” as a title, implying a treatise on 
morphologic principles of general and systemic pathology, not 
necessarily complete. Yet he follows the old principle, and in 
going over the book one is immediately aware of the fact that, 
as in similar textbooks the subject is divided into two parts, 
general pathology—termed “general morphologic pathology”— 
and systemic pathology—termed “applied morphologic pathol- 
ogy.” However, in the chapter dealing with diseases of the 
respiratory tract, pneumonia, tuberculosis, emphysema and car- 


NOTICES 





Jour. A. M. 





cinoma are discussed, whereas diseases of the trachea and 
bronchi, infarcts and syphilis of the lung are not mentioned, 
Some of these diseases are discussed in other relevant chapters 
or are contained in the part dealing with general pathology, 
Diseases of the nervous system are not considered in a special 


chapter. There is, however, a chapter on tumors of the ner. 
vous system and a few lines are devoted to syringomyelia, 
The development of the heart and anomalies of the heart are 
extensively discussed, at least more exhaustively than in most 
textbooks on pathology. Such a selection of subject matter jg 
of course intentional, since, as the author states, special suyb- 
jects not being adequately discussed in this volume may be 
found in much greater detail in various monographs. This 
selection of special subjects and the more detailed treatment 
of some of the chapters will be welcome to those who already 
have a working knowledge of pathology. However, the medi- 
cal student who wants to find in an individual chapter a concise 
treatment of all the various diseases encountered in a particular 
organ or system of organs may at times be disappointed. It 
thus provides a volume of information which for the more 
experienced will be helpful but for the beginner may be con- 
fusing. The book is easily comprehensible and is simply written, 
Long, complicated sentences are avoided. It is thoroughly 
modern, discusses the most recent theories impartially, and is 
thus neither dogmatic nor too conservative. The reader is 
impressed with the author’s profound knowledge, which is eyi- 
dent in every chapter. Most of the illustrations are reproduc- 
tions of drawings, which are excellent. Special features are 
schematic drawings, which illustrate and clarify the develop- 
ment of various cell groups. The book is well assembled and 
clearly printed and has an adequate index but no bibliography. 


Les maladies du pharynx: Clinique et thérapeutique. Par G. Canuyt, 
professeur de clinique oto-rhino-laryngologique 4 la Faculté de médecine 
de Strasbourg. Avec la collaboration de MM. Reverchon, professeur de 
clinique oto-rhino-laryngologique 4 la Faculté libre de médecine de Lille, 
Truffert, oto-rhino-laryngologiste de l’H6pital Bon Secours (Paris), et le 
concours de Ch. Wild, chef de clinique oto-rhino-laryngologique & la 
Faculté de médecine de Strasbourg. Cloth. Price, 200 francs. Pp. 189, 
with 216 illustrations. Paris: Masson & Cie, 1936. 

With the exception of the textbooks by Heyman, Katz 
Blumenfeld and Denker-Kahler, the present volume is the first 
to deal exclusively and extensively with the diseases of the 
pharynx. The book embraces a wide variety of topics many 
of which are usually given scant attention in the average text- 
book. Here, however, the laryngologist will find them 
thoroughly and adequately treated in a fashion that well reflects 
the best of recent literature. It is gratifying to find such 
subjects as parapharyngeal infections, the prophylaxis and treat- 
ment of hemorrhage, paresthesias of the pharynx, sepsis of 
tonsillar origin, malignant tumors and focal infection given 
the space they merit. Our knowledge of these subjects has in 
recent years been widened through many valuable contributions 
to the literature, with which most laryngologists are familiar. 
It is therefore of immense value to the specialist to be able to 
find them all gathered into one volume. Naturally the French 
point of view on some of these topics does not coincide with 
that which is held in this country or in England or Germaay. 
However, such differences as may be noted are not of majot 
importance. For instance the elaborate classification of malig- 
nant tumors seems too intricate in view of the tendency in this 
country toward simplification. The author’s nomenclature 1s 
also not wholly in conformity with custom here. It seems 
strange to find no mention of lympho-epithelioma or tramst 
cell carcinoma, although the illustrations of “epitheliomas 
cylindriques” and “sarco-endothelioma reticulaire” seem 1 
denote tumors that would be designated by these terms. How- 
ever, the story of these tumors from histopathology and diag- 
nosis to treatment is well told and leaves nothing to be dest 
Carcinoma of the nasopharynx is particularly well handled and 
the illustrations showing the anatomic relationship of the struc 
tures most frequently involved in the spread of these tumors 
are presented in such a manner as to clarify the symptomanw® 
ogy, which in these cases is so diverse. Most of the illustrations 
throughout the book are original and serve their purpos 
admirably. Naturally in a book ef this size coming from ® 
foreign clinic one finds many things with which one mp 
take issue. The old Mikulicz tonsil clamp is obsolete in ths 
country and suturing the pillars for the control of postoperative 
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tonsil bleeding is also rarely used; yet both procedures are 
advocated and illustrated in this book. On the other hand the 
author’s views on electrocoagulation of the tonsils coincide 
almost exactly with those most recently expressed in sym- 
posiums before our national societies. There is one suggestion 
that might be offered to the author of this excellent work as 
well as to all foreign writers, which, if heeded, would do much 
to increase their popularity here; namely, that they extend 
their bibliographies to include more English and American 
references. Most American authors, on the contrary, are par- 
ticular about citing all noteworthy foreign literature. 


Sex and Personality: Studies in Masculinity and Femininity. By 
Lewis M. Terman and Catharine Cox Miles. Assisted by Jack W. Dunlap 
et al. Cloth. Price, $4.50. Pp. 600, with 16 illustrations. New York 
& London: McGraw-Hill Book Company, Inc., 1936. 


There is probably no name with which the scientific psycho- 
logic world is more familiar than that of Lewis M. Terman, 
who standardized the modern Binet test, which is used in the 
United States and which has now been applied to many millions 
of people. He is known to the cognoscenti for his excellent 
work concerning the differences in the thinking processes of 
the superior child and the near-genius. Such monumental works 
are only a sampling of the excellent contributions which the 
senior author of the present volume has made to the science of 
psychology. The junior author, Catharine Cox Miles, has 
already published an excellent study of the social psychology of 
sex, so that there are probably no two people who are, together, 
better equipped to study the problem predicated in this book. 
The present volume is an outgrowth of Terman’s earlier studies 
of genius and here is presented a battery of word association 
tests, tests of emotional and ethical attitudes and other tests 
which he has devised and which seem to set off the masculine 
type of personality from the feminine. There is considerable 
detail in this book to establish the standardization of each of 
the subtests in the whole battery, and in interpreting the sig- 
nificance of the test as a whole in relation to such traits as 
age, domesticity and work adjustment. Particularly there is 
correlated the masculine and feminine test score with physical 
measurements, personality and achievement, age, education and 
intelligence, occupation and domestic milieu. The authors 
include also some chapters discussing homosexual individuals, 
and there are also case studies devoted to this type as well as 
to the masculine and feminine types of delinquent girls. There 
are sever) appendixes, consisting mostly of the tests themselves, 
and various types of norms and conversion tables, which make 
the work a well rounded scientific piece of reporting. No 
psychiatrist, medical psychologist or physician who is interested 
in sexual pathology can afford to be unacquainted with it. The 
tests will undoubtedly be modified and improved as time goes 
on. But even at this stage of development these tests and their 
results are a distinct contribution and well worthy of perusal. 


Practical Psychology for Nurses and Other Workers in Mental Hos- 
pital. By W. J. T. Kimber, L.R.C.P., D.P.M., Medical Superintendent, 
Hill End Hospital for Mental and Nervous Disorders, St. Albans. Cloth. 
Price, $1.25. Pp. 108. New York & London: Oxford University Press, 


1937, 

The opinion has been expressed even by British psychiatrists 
that psychiatry in the United States offers leadership to that 
on the European continent and to that practiced in Great 
Britain. Whether this opinion is actually true or not, the 
Present volume leads toward that conclusion. It is a tiny 
Volume within which the author attempts to explain the work- 
ings of the freudian psychology, adlerian psychology and general 
technic in the psychologic handling of patients. He devotes the 
last fourth of the book to brief discussions of mental disease 
tntities, which are so brief that they neither give a picture of 
the disorders nor give the nurse a practical idea of what she 
‘8 Up against in handling such patients. What, perhaps, this 

Should be called is a very elementary psychopathology 
father than a psychology. The psychoneuroses and feeble- 
mindedness are given only a few paragraphs. The idea of deep 
therapy is scarcely touched on. One wonders what the real 
purpose is. Even the discussions of freudian and adlerian 
fol sms are inaccurate, although one must admit that they 

Ow the general concepts of the adherents to’ these special 
orms of psychologic mechanics. The directions given to the 
nurse in two chapters on how to draw the patient back into 
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reality are scarcely more than a rather detailed discussion of 
the everyday means-used in hospitals of interesting the patient 
in his surroundings and in activities which might be made 
available for him. Occupational therapy is touched on but only 
briefly, and the involved, carefully developed occupational 
therapy technics in use in this country do not seem to be within 
Dr. Kimber’s ken. In a like fashion one finds nothing about 
systematic recreational proceedings, so often carried out by 
nurses in America; and real nursing, such as the administration 
of bath, packs, hospital management and dietetics, all of which 
have a definite psychologic plan if properly understood, are 
given no consideration. Kimber devotes a chapter to the place 
of the social worker, but apparently he employs social workers 
only as home visitors. He probably would be surprised to 
know how in the United States the ‘social worker, who so 
seldom is a nurse, handles the case under the direction of a 
psychiatrist from the point of taking the initial history, making 
the home investigation and actually carrying out therapy in the 
home and with the patient. It can be seen, then, that for mental 
hospital nurses in this country this book can have but little point. 


Milk and Nutrition. New Experiments Reported to the Milk Nutrition 
Committee. Part |: The Effect of Commercial Pasteurisation on the 
Nutritive Value of Milk, as Determined by Laboratory Experiment. From 
the National Institute for Research in Dairying (University of Reading) 
and the Rowett Research Institute, Bucksburn, Aberdeen. Paper. Price, 
2s. 6d. Pp. 67, with illustrations. Shinfield, Reading: National Institute 
for Research in Dairying, 1937. 


This pamphlet consists of an interesting series of reports 
made to the English Milk Nutrition Committee on the effect 
of commercial pasteurization of milk on its nutritive value, as 
determined by chemical, physical and biologic methods. Physi- 
cal and chemical means were used to determine the effect of 
pasteurization with regard to vitamin A and carotene and to 
vitamin C. In the studies on the nutritional availability of 
calcium and phosphorus, on the biologic value of milk proteins, 
on the vitamin B complex, and on the total nutritive value of 
milk, rats were used in pairs, equalized as to litter and sex, 
and receiving equal amounts of raw or pasteurized milk. Basal 
diets fed in addition to the milk were also equalized within 
pairs. The results of the experiments are reported in tables 
and a statistical appendix is included. It was found that the 
nutritional availability of calcium and phosphorus and the bio- 
logic value and digestibility of the proteins were not affected 
by pasteurization. In order to prevent a nutritional anemia in 
the rats fed on milk exclusively, iron, copper and manganese 
were added to the feedings, and such supplementary diets, with 
pasteurized milk as the basis, were found not inferior to raw 
milk thus supplemented. Vitamin A and the provitamin caro- 
tene were not affected by the heat treatment, but vitamin B 
was, probably in the more unstable B: fraction. There was a 
loss of about 20 per cent in vitamin C in the experiments, a 
loss which the authors declare is not due to the pasteurization 
factor alone. The extent to which these results can be applied 
to the problems of human nutrition and the general advisability 
of the pasteurization of milk for human consumption are to be 
discussed in a future report, pending the results of feeding 
experiments now being carried on in calves and in children. 
This report, and those which follow, will be of interest to bio- 
chemists, pediatricians, dairymen and students of nutrition. 


Interprétation du fonctionnement du systéme nerveux par la notion de 
subordination: Subordination et posture. Par Pierre Mollaret, médecin 
des hépitaux de Paris. Préface du Professeur L. Lapicque. Paper. 
Price, 60 francs. Pp. 441. Paris: Masson & Cie, 1937. 

The work of Lapicque and his collaborators on chronaxia 
and allied topics—mainly the influence of the central nervous 
system on the electrical excitability of peripheral structures 
(subordination)—is presented by the author with abundant 
details and enthusiasti¢ conviction. Stress is laid on clinical 
observations and literature, even when but indirectly related 
to the subjects under discussion. The bibliography contains 
almost exclusively French and German publications; authors 
of other nationalities are mentioned only as quoted by French 
commentators. Thus, figure 16 is reproduced from an article 
by Rosenblueth and Morison, and this article is not included 
in the bibliography. Similarly, the chapter devoted to the 
theory of chemical transmission of nerve impulses does not 
give any references to Cannon, Feldberg or Dale. An utter 
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disregard of the overwhelming adverse criticism that has 
recently been published concerning many of Lapicque’s state- 
ments about isochromism, curarization, subordination and “itera- 
tive” systems results in an artificially cogent body of knowledge. 
The book should be useful for anybody interested in the opinions 
of authors who favor Lapicque’s ideas concerning the excitability 
of nerve centers, nerves and muscles, and the corresponding 
literature; on the other hand, the book is not adequate for the 
needs of a reader interested in finding out what is the present 
status of the problem. 


The Etiology of Mental Deficiency with Special Reference to Its Occur- 
rence in Twins: A Chapter in the Genetic History of Human Intelligence. 
By Aaron J. Rosanoff, M.D., Leva M. Handy, M.A., and Isabel Rosanoff 
Plesset, B.A. Psychological Monographs. Volume XLVIII, No. 4. Whole 
No. 216. Edited by John F. Dashiell. Paper. Price, $2. Pp. 137. 
Princeton, N. J.: Psychological Review Company, 1937. 

This is one of several reports concerning the analysis of a 
collection of 1,014 pairs of twins with some kind of mental 
disorder in one or both of the twins in each pair. Previously 
published studies in this series have dealt with the etiology of 
mongolism and with that of epilepsy. This report deals exclu- 
sively with mental deficiency. The arbitrary range for mental 
deficiency is placed at .79 points I. Q. and lower. In the whole 
collection of twins there were found to be 366 pairs one or 
both of whom were mentally deficient. Of these, 126 pairs 
were diagnosed by the Siemen resemblance method as monozy- 
gotic, 101 pairs as same-sexed dizygotic, and 139 pairs were 
opposited-sex twins and therefore dizygotic. Siemen’s con- 
cordance-discordance method in a modified form was used in 
the analysis. The authors conclude that only a little more than 
half of the cases of mental deficiency are of hereditary origin. 
The rest of the cases are attributable to a variety of conditions 
that might be classed as environmental and include damage to 
germ cells, fetal and intranatal factors, premature birth (which 
is prevalent among twins), underweight at birth, and, perhaps 
most important of all, cerebral birth trauma. Many of the 
discordant cases of twins involved complications attributed to 
birth trauma, such as infantile cerebral palsies, epilepsy and 
allied conditions. In 43 per cent of all subjects with mental 
deficiency there were complications involving palsy, epilepsy, 
psychotic manifestations, child behavior difficulties, juvenile 
delinquency and adult criminality. Sex was shown to be a 
conditioning factor in mental deficiency. There was a signifi- 
cant preponderance of deficient males as compared with females. 
The authors consider that about one fifth of this is due to sex- 
linked factors and the rest to greater vulnerability of males 
to birth trauma. The whole study bears the marks of careful 
scientific method, unbiased analysis of results, and conservatism 
in conclusions. It well illustrates the great value of twin 
materials and of the twin method in the study of the heredity- 
environment problem. 


Aids to Pathology. By Harry Campbell, M.D., F.R.C.P., and Kenneth 
Campbell, O0.B.E., M.B., F.R.C.S. Seventh edition. Cloth. Price, $1.50. 
Pp. 263, with 12 illustrations. London: Bailliére, Tindall & Cox; Balti- 
more: William Wood & Co., 1936. 


Six previous editions have proved the usefulness of this little 
book, which for its size contains a remarkable amount of infor- 
mation. It is a concise treatise of general and systemic pathol- 
ogy to which the clinical picture has often been added. The 
style is somewhat dogmatic and thus certain inaccuracies are 
found, such as the statement that aneurysm leads to hyper- 
trophy of the left ventricle. One unusual feature is the use 
of classical quotations in describing certain phases of diseases, 
for instance, the description of syphilis by Shakespeare. It is 
also interesting to read in such a small volume, in the chapter 
on coronary arteries, that John Hunter died of coronary throm- 
bosis. The book is written for the use of the student and the 
practitioner. While the former will gain much information, it 
may be a little confusing to him because of the abundance of 
material presented. On the other hand, such graphic descrip- 
tions as “it may be said that the malignant cells, at one time 
orderly members of the cell-community harmoniously cooperat- 
ing with the other tissues of the body for its welfare as a 
whole, become rebels, and traitorously turning on that” will 
doubtless simplify for the student some of the problems which 
in larger textbooks are usually set forth in a less imaginative 
style. 
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Quelques vérités premiéres (ou soi-distant telles) en urologie. Par Gg, 
Marion, professeur de clinique urologique & la Faculté de médecine de 
Paris. Collection publiée sous la direction de MM. L. Ombrédanne et N, 
—* Paper. Price, 24 francs. Pp. 61. Paris: Masson & Cie, 

This brochure is one of a series of compendiums or “precepts” 
devoted to a specialty in medicine or surgery. Marion syc- 
cinctly phrases dogmas which he considers fundamentally impor- 
tant in urology. His desire is to establish a program of 
examination and treatment that will be valuable in practice, 
and he realizes that further progress will lead to new precepts 
and axioms tomorrow. There is little that is new in this brief 
compend, but it will be of great value to the student and 
stimulating to the practitioner as a brief review course. A 
few precepts taken at random will show the terse phraseology: 
“To think that all renal calculi are accompanied by pain will 
lead to failure of diagnosis in many renal stones. Many stones 
manifest themselves only by pyuria, others by hematuria, others 
by the abrupt onset of anuria; and some are absolutely latent, 
‘ In cases of tuberculous epididymitis it always is neces- 
sary to thoroughly study the urine to determine whether the 
urinary tract is also affected. Often renal tuberculosis is 
present and is latent, and its proper care is of major importance.” 


Introduction to the Rorschach Method: A Manual of Personality Study. 
By Samuel J. Beck, Ph.D., Head of the Psychology Laboratory, Depart- 
ment of Psychiatry, Michael Reese Hospital, Chicago. With a preface 
by F. L. Wells, Ph.D. Monograph No. I of the American Ortho- 
psychiatric Association. Cloth. Pp. 278. Menasha, Wisconsin: George 
Banta Publishing Company, 1937. 

This book is written to aid investigators and clinicians in 
the use of Rorschach’s ink blot “tests” in the study of per- 
sonality. The writer assumes a familiarity on the part of the 
reader with the tests. He endeavors to establish a “normative, 
objectively stable standard of procedure” in the use of the ink 
blots. He presents in detail fifty-nine case records, among 
which are represented ten different groups of subjects ranging 
from healthy adults of superior intelligence to neurotic and 
psychotic groups of cases. The responses of the subjects to 
the ink blots, the author’s scoring of each response and his 
interpretations of the observations on each subject are given. 
These case records constitute the first half of the book. The 
second part deals with the experimental technic in application 
of the test material, and exact procedure in scoring the 
responses. There is little question that in the hands of one 
expert in the method the Rorschach ink blots constitute a useful 
and penetrating device for a diagnostic approach to personality 
study. Dr. Beck’s book should do much to clarify many uncer- 
tainties in the use of the test. His work makes it possible for 
investigators working with the ink blots to compare their 
scorings and observations with much greater definiteness and 
precision than has been possible heretofore. Dr. Beck’s work 
warrants the most careful attention from workers interested in 
objective methods of studying personality. He has adhered 
closely to the original principles laid down by Rorschach but 
has introduced those modifications in scoring indicated by his 
own considerable experience. As a guide and aid in the use 
of the method, it will be found to be second only to the original 
Psychodiagnostik of Rorschach. 


Wissenschaftliche Forschungsberichte. Naturwissenschaftliche Reihe. 
Herausgegeben von Dr. Raphael Ed. Liesegang, Frankfurt a. M. 
XLII: Experimentelle Mutationsforschung in der Vererbungslehre: Beeil- 
flussung der Erbanlagen durch Strahlung und andere Faktoren. Von 
N. W. Timoféeff-Ressovsky, Genet. Abt. des Kaiser-Wilhelm-Instituts fir 
Hirnforschung, Berlin-Buch. Paper. Price, 15 marks. Pp. 181, with 
58 illusrations. Dresden & Leipzig: Theodore Steinkopff, 1937. 


This is a collection and organization of all the results obtained 
in the mutation research of the science of genetics in the years 
1914 to 1936. In the first chapter the author gives a short but 
comprehensive review of facts and definitions of the science 
genetics. In the second chapter the experiments of the 
school “are discussed from the historical point of view 
criticized. Chapter III deals with the modes and meamis” 
experimental influence of the “erbang” (process of 
Chapter IV deals with spontaneous mutation processé 
Chapter V is the most important. It deals with the i ; 
of mutation by short wave radiations. Muller’s first 
ments on Drosophila are included. Chapter VI is an 
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tains ideas on direct and indirect effects of radiations and the 
influence of secondary factors; it shows the relation between 
the rate of mutation and the doses of radiations, the rate of 
mutations and the intensity of radiations, the rate of mutation 
and wavelength and kind of rays. Chapter VII is an analysis 
of the mutability produced by radiation. Chapter VIII deals 
with the production of mutations by temperature and other 
external factors. Chapter IX shows the nature of the mutation 
process and the gene structure. The tenth and final chapter 
gives the practical applications of the results of experimental 
mutation research. The bibliography will be found most com- 
plete and useful to students of this field. The plates and pictures 
are excellent. 


Post-Mortem Appearances. By Joan M. Ross, M.D., B.S., M.R.C.S., 
Morbid Anatomist to Royal Free Hospital, London. With preface by 
E. H. Kettle, M.D., Professor of Pathology and Bacteriology, Welsh 
National School of Medicine, Cardiff. Third edition. Cloth. Price, $2.50. 
Pp. 243. New York & London: Oxford University Press, 1937. 

The major portion of the book is a concise review of gross 
morbid anatomy, while in a few pages the author describes the 
technic of postmortem examinations in a rather cursory way. 
A relatively large section is devoted to deaths from other 
causes than disease. In this section the observations in instances 
of chemical poisoning are reported. This is helpful; even the 
larger textbooks frequently do not refer to medicolegal cases 
of this type. In general the various diseases are discussed by 
citation of examples. Acute rheumatism, for instance, the author 
discusses by describing the external appearances of the patient 
who died from this disease and by enumerating the abnor- 
malities of the cardiovascular system, the respiratory system, 
and so on. This method has its advantages in that the student 
becomes iamiliar with the various diseases through the medium 
of individual case discussions; but it is difficult for the beginner 
to follow because a classification of diseases according to 
systems is not given. The book is well written and will prob- 
ably be useful to students for the purpose of rapid general 
review in preparation for examinations. 


Die Entwicklung der Lungentuberkulose des Erwachsenen: Dargestelit 
in schematischen Tafeln und in réntgenologischen Verlaufsserien. Von 
Dr. Wilhelm Kremer, dirigierender Arzt der Heilstaétten Beelitz. Mit 
einem Geleitwort von Dr. Frischbier, arztlicher Direktor der Heilstatten 
Beelitz. 15. Heft, Praktische Tuberkulose-Biicherei, Beihefte des Deut- 
schen Tuberkulose-Blattes. Herausgegeben von Prof. Kurt Klare-Schei- 
degg-Allgiu. Paper. Price, 4 marks. Pp. 37, with 55 illustrations. 
leipzig: Georg Thieme, 1936. 

Dr. Kremer’s monograph is devoted to the evolution of pul- 
monary tuberculosis in adults. He reviews the work of Ranke 
in dividing the disease into three stages, th: first consisting of 
the primary infection, the second of generalization and the third 
of the development of phthisis in certain organs. The illustra- 
tions show the various steps in the development of tuberculosis 
from the appearance of the primary complex to the far advanced 
stage of the disease. 


Health Questions Answered. By W. W. Bauer, B.S., M.D., Director of 
Bureau of Health and Public Instruction, American Medical Association. 
Cloth. Price, $2. Pp. 368. Indianapolis & New York: Bobbs-Merrill 
Company, 1937, 

To one engaged in public health education the questions asked 
by the public on matters pertaining to health are a constant source 
of interest and amazement. This book contains several hundred 
such questions. Even if no attempt were made to answer the 
questions, the book would make interesting reading because it 
would tell one how the public thinks. The medical .profession 
8 very prone to become highbrow, but the public as revealed 
by these questions is interested in matters much closer home. 

second point of interest is the ingenious manner in which 
questions on every subject under the sun have been 
answered. Answering health questions is not an easy project. 
One is under the difficult assignment of satisfying the person 

: the question, himself, and the ideals of scientific medi- 
cine, This is not easy when the layman has a poor understand- 
ig of the subject and the doctor an inadequate experience in 
‘pressing technical facts in clear, simple language. We 

. &Y recommend this book to persons who by virtue of 
work are frequently called on to answer the layman’s 
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The Basis of Clinical Neurology: The Anatomy and Physiology cf 
the Nervous System in Their Application to Clinical Neurology. By 
Samuel Brock, M.D., Associate Professor of Neurology, College of Medi- 
cine, New York University. Cloth. Price, $4.75. Pp. 360, with 72 
illustrations. Baltimore: William Wood & Company, 1937. 

This book is intended to present neuro-anatomy and especially 
neurophysiology mainly from the standpoint of clinical useful- 
ness. It is divided into twenty-four chapters to include the 
peripheral nervous system, spinal cord, brain stem, cerebellum, 
epithalamus, extrapyramidal systems, the brain, the vegetative 
nervous, system, posture and the cerebrospinal fluid. The 
author has ably described in his introduction changes in the 
nervous system brought about by evolution. There is consider- 
able information in every chapter. Many questions pertaining 
to neurologic signs and symptoms are adequately answered. 
The language used is simple and easy to read. This volume 
is recommended for students, teachers and clinicians because 
the author has included much of the recent work published 
regarding all functions of the cerebrospinal system. 


Atelektasen bei kavernéser Lungentuberkulose. Von Dr. med. Peter 
Roth, Assistenzarzt jetzt an der Heilstatte Lindenhof der LVA. Sachsen 
Chirurgische Klinik, Coswig/Dresden. Nr. 64, Tuberkulose-Bibliothek, 
Beihefte zur Zeitschrift fiir Tuberkulose. Herausgegeben von Dr. Franz 
Redeker, Oberregierungs- u. Obermedizinalrat, Berlin, und Dr. Karl 
Diehl, Dirigierender Arzt, Sommerfeld. Paper. Price, 7.20 marks. Pp. 
59, with 40 illustrations. Leipzig: Johann Ambrosius Barth, 1937. 

In this volume, attention is called to the fact that atelectasis 
is an old subject but that our knowledge of it as a complication 
of tuberculosis is relatively recent. Ten cases are described 
in considerable detail and illustrations of roentgenograms of 
the chest are presented. Tomography was employed to study 
the extent of cavities in the atelectatic lung. An extensive 
bibliography is included. 


El grupo indeterminado de las afecciones malignas de los ganglios 
linfaticos (linfogranulomatosis atipica). Por el Dr. N. Puente Duany. 
Paper. Pp. 94, with 47 illustrations. Havana, Cuba: A. Sanchez Veloso, 
Editor, 1937. 

This little monograph contains a clinical and histopathologic 
study of ten cases of atypical Hodgkin’s disease. After a review 
of the literature on the subject each case is considered in detail, 
with special emphasis on the clinical features, the blood picture 
and the histopathology of lymph nodes subjected to biopsy. 
The author points out many atypical features, both clinically 
and histologically. The monograph will be of interest par- 
ticularly to those pathologists who are studying diseases of 
lymph nodes. 


The Business Side of Medical Practice. By Theodore Wiprud, Executive 
Secretary of the Medical Society of Milwaukee County. Cloth. Price, 
$2.50. Pp. 177, with 21 illustrations. Philadelphia & London: W. B. 
Saunders Company, 1937. 

This is a compact, readable work that meets a long recog- 
nized need in the medical profession. It can be read by any 
physician in a few hours, and there will be few physicians who 
will not gain considerable profit from reading it. The discus- 
sions of such subjects as office management, necessary finan- 
cial records, case records and filing and the proper handling 
of patients’ accounts are straightforward and so well illustrated 
that misunderstanding is difficult. The author does not recom- 
mend a complex “system” of bookkeeping or collections such 
as so often cumber similar books. The discussion of legal 
matters properly confines itself to warnings as to the character 
of the knowledge that is needed and the necessity of securing 
expert advice when more difficult problems appear. The chap- 
ters on public speaking and preparation of a manuscript are 
wisely elementary and confined to essential suggestions. The 
book will not make accountants, lawyers, writers or orators 
out of physicians, but it will help them to avoid difficulties 
in such amateur excursions into these fields as are constantly 
necessary. 

Tomographische Diagnostik der tuberkulésen Kaverne. Von Kurt Grei- 
neder, I. Assistent am Réntgeninstitut der Klinik. Nr. 62, Tuberkulose- 
Bibliothek. Beihefte zur Zeitschrift fiir Tuberkulose. Herausgegeben von 
Dr. Franz Redeker, Oberregierungs- und Obermedizinalrat, Berlin, und 
Dr. Karl Diehl, Dirigierender Arzt, Sommerfeld. Paper. Price, 3.60 
marks. Pp. 18, with 24 illustrations. Leipzig: Johann Ambrosius Barth, 
1937. 

The illustrations illustrate beautifully this special method of 
making films of the chest, which show more clearly the extent 
of pulmonary cavities than the usual method. 
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Workmen’s Compensation Acts: Compensability of 
Sequelae of a Cold.—The claimant, Amann, in the course of 
his employment as a truck driver for a transportation com- 
pany, was exposed to the rain and to chilling winds because 
of the lack of glass in the windows of the cab. He contracted 
a severe cold. Congestion of his throat, chest and lungs asso- 
ciated with an elevated temperature and the coughing up of 
blood developed. Finally he was forced to go to bed, where 
he remained for about three weeks. He then attempted to 
return to work but was so weak and suffered such pains and 
aches that he went back to bed. Thereafter he was unable to 
perform manual labor. He claimed that as a result of his 
illness he tired easily, was unable to work more than a few 
minutes at a time, that his heart had been affected causing 
him pain and suffering at intervals, that he had lost weight 
and was debilitated, and that his lungs had been affected and 
weakened. The industrial accident board denied him compen- 
sation under the workmen’s compensation act of Texas, where- 
upon he brought suit to set aside the board’s decision. From 
a judgment of the trial court denying relief, he appealed to 
the court of civil appeals of Texas, Fort Worth. 

The purpose of the workmen’s compensation act, said the 
court, is to compensate an employee for injury sustained during 
the course of employment. The injury contemplated is defined 
by the act as “damage or harm to the physical structure of 
the body and such diseases or infection as naturally result 
therefrom.” It was not contemplated that the act should cover 
health insurance. It is a matter of common knowledge that 
colds, influenza and pneumonia are the result of germs attack- 
ing the body and that many such germs appear to be in the 
very atmosphere surrounding us at all times. Any and every 
person is exposed to them without being conscious of the fact. 
Medical science teaches that human beings fall victims of these 
germs because at the time they are not physically able to 
withstand the assaults of the germs. If, said the court, the 
employee in this case is permitted to recover compensation, 
then every employee who is engaged in labor which tires the 
body and causes what the layman calls a “run-down condition” 
can recover compensation by showing that his work weakened 
him and lowered his resistance and caused him to succumb to 
the attack of any disease, which he would otherwise have been 
able to resist. Attempts so to enlarge the purpose of the 
workmen’s compensation act will destroy its usefulness. 

Accordingly, the court of civil appeals affirmed the judg- 
ment of the trial court upholding the order of the industrial 
accident board denying compensation.— Amann v. Republic 
Underwriters (Texas), 100 S. W. (2d) 778. 


Workmen’s Compensation Acts: Municipal Hospital 
Not an Industrial Enterprise; Compensability of Injury 
to Orderly.—The workmen’s compensation act of Maryland 
provides that if a municipality shall engage in any extra- 
hazardous work in which workmen are employed for wages 
the provisions of the act shall be applicable to such employ- 
ment. The city of- Baltimore operated a municipal hospital 
wherein medical and hospital services were rendered free to 
the poor of the city and which housed the aged and indigent. 
Paul A. Trunk was employed as a head orderly in the hospital, 
subject to the orders of the head nurse and those of the super- 
intendent. While he was engaged in assisting another employee 
in moving a heavy steel locker, the door of the locker flew 
open and struck his back below the right shoulder blade and 
near the spine. Fifteen months later Trunk. died from a 
“malignant lung condition,” which, according to the testimony 
of the medical experts, developed as a consequence of the blow 
on his back. His wife instituted proceedings to obtain com- 
pensation under the workmen’s compensation act. The state 
industrial accident commission disallowed the claim, the supe- 
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rior court of Baltimore city reversed the order of the com. 
mission, and the employer appealed to the Court of Appeals 
of Maryland. 

The city contended that Trunk, being employed as an orderly 
at a wage of $1,200 a year, payable in instalments of $59 
every half month, was not a workman for wages within the 
meaning of the workmen’s compensation act. A hospital 
orderly, said the court, is primarily a male attendant in a 
hospital who is charged with the maintenance of order and 
cleanliness, and with the duty of giving menial service and 
personal attention. If one of the class is placed in a super- 
visory position with respect to the others of the class but 
remains obliged to perform the common services of the class 
whenever so directed by his employer or whenever an occasion 
for any of such services to be discharged would arise, he cannot 
be said to be other than an orderly. Trunk’s position as head 
orderly, the court said, did not take him out of the operation 
of the act when his duties were servile and not professional, 
and, particularly, when his injury was sustained in an accident 
which happened while he was engaged in manual labor within 
the ordinary duties of an orderly. 

In Mayor, etc., of Baltimore v. Smith, 168 Md. 458, 177 A, 
903, continued the court, it was held that a nurse injured 
during the course of her employment in a municipally owned 
and operated charitable hospital was not entitled to compensa- 
tion because a public charitable hospital is not an industrial 
enterprise nor is a trained nurse, in the course of her voca- 
tional employment, a workman within the contemplation of 
the act. In the present case, the court said, the charitable 
hospital, as such, was not an industrial enterprise nor specif- 
cally declared to be an extrahazardous employment by the 
workmen’s compensation act. Consequently, an employee of 
the hospital, if injured within the scope and course of his 
employment, would not be entitled to compensation unless his 
particular work at the hospital was “work of an extrahazard- 
ous nature,” and there was no evidence that it was in the 
present case. The judgment of the superior court for the 
claimant was therefore reversed—Mayor and City Council of 
Baltimore v. Trunk (Md.), 190 A. 756. 


Venereal Diseases: Liability of Municipality to Pris- 
oner Who Contracts Disease from Fellow Prisoner— 
Lewis was a prisoner in the jail maintained by the city of 
Miami. In the present action he alleges that the city failed 
to segregate a fellow prisoner who had a venereal disease and 
as a result of this failure he, Lewis, contracted the disease. 
The trial court sustained the demurrer interposed by the city, 
apparently on the theory that in maintaining and operating a 
jail the city was performing a governmental function and was 
not liable for injuries sustained incident to the performance 
of that function. The plaintiff thereupon appealed to the 
Supreme Court of Florida. 

A Florida statute, said the Supreme Court, makes it unlaw- 
ful for any person infected with a venereal disease to expost 
another person to infection and by necessary implication it 5 
unlawful for the legal custodians or keepers of infected pet 
sons knowingly to neglect to protect others likewise 
their keeping or custody from exposure to such inf 
Municipal prisoners are within the custody of the municipality 
as a public corporation. There was a time when all m 
functions were governmental and therefore municipal corpora- 
tions were wholly free from responsibility for torts oF civil 
wrongs. ‘This rule of municipal nonliability for torts is still 
recognized as to all functions whereby the municipality acs 
simply as an agency of the state for governmental purposes 
unless a contrary rule is provided by statute. But as to those 
corporate powers and responsibilities now residing in 
palities that are outside the narrow range of functions heret0- 
fore classed by the common law as purely gove . 
municipal liability in an action in tort may exist, ¢s 
where the injury is the result of neglecting a positive duty # 
inhibition enjoined on the municipality by law. In 
corporations of the present day, jails and workhouses are m@s 
tained for the detention of persons not only for the sim 
offenses that were within the range of municipal action # 
common law but for a multitude of other offenses the pre” 
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bition of which is designed to promote the corporate well being 
of the city more than to advance the performance of its gov- 
ernmental functions. So, in maintaining a jail, a municipality 
may be said to be maintaining an institution for its corporate 
as well as its governmental purposes, under a modern concep- 
tion of municipal corporations as partly business and partly 
governmental institutions. The liability in the present case, 
continued the court, depends on whether the city of Miami 
neglected to carry out the mandatory duty enjoined on it not 
knowingly to expose persons in its official custody to infection 
by others known by its authorities in charge to be venereally 
infected. The court felt constrained to hold that in the present 
appeal the declaration to which the demurrer was sustained 
stated a good cause of action for the negligent breach of this 
statutory duty necessarily resting on municipal corporations. 
The judgment of the trial court was therefore reversed with 
directions to overrule the demurrer and to proceed with the 
case according to law.—Lewis v. City of Miami (Fla.), 173 
So. 150. 


Privileged Communications: Hospital Records, Death 
Certificates, and Autopsy Reports as Privileged.—Offcial 
hospital records, said the St. Louis court of appeals, Missouri, 
properly identified, and shown to have been kept pursuant to 
statutory requirements, are admissible in evidence as an excep- 
tion to the hearsay rule but they are nevertheless subject to 
an objection on the ground of privilege arising by virtue of 
the confidential relationship of physician and patient. 

A state statute declaring that certificates of death, when 
properly certified, “shall be prima facie evidence in all courts 
and places of the facts therein stated” means that the certificate 
shall be admissible as against an objection based on the ground 
of hearsay; such a statute does not undertake to make the 
certificate admissible as against a proper claim of privilege. 
Obviously, a physician in making out a death certificate is 
required to give information which.he acquired from his patient 
while attending him in a professional character, information 
necessary to enable him to prescribe for the patient. The 
court could see no reason why such a certificate should be any 
more immune to a claim of privilege than would have been 
the testimony of the physician who executed it. The question 
of the admissibility of a certificate of death as against a claim 
of privilege should be determined, the court said, in the light of 
the same considerations as govern the question of the admis- 
sibility of a hospital record. While it is true that from its 
nature and the purpose intended to be served by it a certificate 
of death may be expected to be subject to a greater degree of 
publicity than a hospital record, the measure of publicity which 
a particular public record may receive, the court said, does 
not affect the question of its privileged status when the record 
is sought to be made use of in a private controversy involving 
a person in a position to assert the privilege. 

With respect to autopsy reports, the court thought that on 
both reason and the decided weight of authority such reports 
Were not privileged, and especially so where the information 
Was acquired by an autopsy on the body of a person who was 
not, prior to his death, a patient of the physician who per- 
formed the autopsy—Key v. Cosmopolitan Life, Health & 
Acc. Ins. Co. (Mo.), 102 S. W. (2d) 797. 


Accident Insurance: Death from Veronal Poisoning.— 
he supreme court of New York, appellate division, held that 

th resulting from an overdose of veronal (barbital) unin- 
tentionally taken was a death occurring as a result of “bodily 
mes effected solely through external, violent and accidental 
means.” Mansbacher vy. Prudential Ins. Co. (N. Y.), 287 
= % 8. 486; abstr. THE JourNat,Feb. 13, 1937, page 585. 
On appeal the Court of Appeals of New York, in affirming the 
Judgment of the supreme court, said that the deceased intended 


to take veronal but did not intend to take a lethal dose, nor 
he intend to take enough to do him any harm. He desired 


Set relief f i i i 
coh rom pain, not relief from life. He took too much 


from the 
fore 
Ins, 


to 


It was a mistake, a misstep, an unexpected effect 
use of his prescribed medicine. His death was there- 
caused by accidental means.—Mansbacher v. Prudential 
Co. of America (N. Y.), 7 N. E. (2d) 18. 
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American Society of Tropical Medicine, New Orleans, Nov. 30-Dec. 3. 
Dr. N. Paul Hudson, Dept. of Bacteriology, Ohio State Univ., 
Columbus, Ohio, Secretary. 

Society of Surgeons of New Jersey, Trenton, November 20. Dr. Walter 
B. Mount, 21 Plymouth Street, Montclair, Secretary. 

Southern Medical Association, New Orleans, Nov. 30-Dec. 3. Mr. C. P. 
Loranz, Empire Bldg., Birmingham, Ala., Secretary. 

Southern Surgical Association, Birmingham, Ala., Dec. 7-9. Dr. Alton 
Ochsner, 1430 Tulane Ave., New Orleans, Secretary. 

Western Surgical Association, Indianapolis, Dec. 3-4. Dr. Albert H. 
Montgomery, 122 South Michigan Blvd., Chicago, Secretary. 


THE AMERICAN RHEUMATISM 
ASSOCIATION 


Fourth Annual Meeting and Sixth Conference on Rheumatic Diseases, 
held in Atlantic City, N. J., June 7, 1937 


Lortnc T. Swarm, M.D., Boston, Secretary 
(Continued from page 1396) 


The Effect of Jaundice on Chronic Infectious Arthritis 
and on Primary Fibrositis 

Dr. Puuie S. Hencu, Rochester, Minn.: In 1933 before 
this association I reported a phenomenon experienced by twelve 
rheumatic patients who had become jaundiced. My present 
report summarizes further observations on two additional 
groups of cases: (1) studies on thirty-one rheumatic patients 
who experienced this phenomenon and, (2) of equal importance, 
studies on four patients with atrophic arthritis and on nine 
patients with other types of articular and neuritic complaints 
who did not get relief of symptoms coincident with jaundice. 

Of the thirty-one patients who experienced the phenomenon, 
nineteen had atrophic arthritis. Among the arthritic patients 
the average duration of disease was 5.5 years. Eight of the 
nineteen arthritic patients developed intrahepatic jaundice from 
cinchophen. The average duration of their jaundice was 4.5 
weeks. Remissions in arthritic symptoms lasted from five to 
forty-three weeks (average 13.5 weeks). Nine of the arthritic 
patients developed intrahepatic jaundice from other causes than 
cinchophen. Jaundice lasted an average of 11.5 weeks; remis- 
sions from arthritis lasted from five to thirty-nine weeks (aver- 
age 17.5 weeks). Two arthritic patients developed obstructive 
jaundice (stones) lasting an average of 13.5 weeks. Symp- 
tomatic remissions induced thereby lasted in one case seven 
weeks; in another, eighty-two weeks. 

The duration of disease among the nine fibrositic patients 
was 5.2 years prior to jaundice. Six developed cinchophen 
jaundice which lasted an average of 4.8 weeks. Remissions 
from symptoms of fibrositis lasted an average of thirty-nine 
weeks (from four weeks to three years and nine months). Two 
fibrositic patients developed obstructive jaundice from stones. 
Jaundice lasted an average of three weeks; remissions lasted 
five weeks in one case, two years in another. One fibrositic 
patient developed obstructive jaundice from carcinoma of the 
ampulla of Vater. Jaundice lasted fourteen weeks but the patient 
was completely relieved of fibrositic symptoms until death, 
forty-four weeks after the onset of jaundice. 

The two patients with lumbrosacral and sciatic pain and the 
one with secondary arthritis of the hips had symptoms for an 
average of 2.3 years before the onset of intrahepatic jaundice. 
The average length of both jaundice and remissions was five 
weeks. 

Observations were made on four patients who had repeated 
attacks of jaundice. During attacks of severe jaundice they 
had complete relief of rheumatic’ symptoms; but with attacks 
of mild jaundice no relief from rheumatic symptoms was noted. 
Four additional patients with atrophic arthritis who developed 
mild jaundice (with concentrations of serum bilirubin below 
4 mg.) noted no relief from arthritic symptoms. The effect 
of jaundice is apparently quantitative rather than qualitative. 
The zone of the therapeutic effectiveness seemed to be at or 
above a level of about 8 to 10 mg. of bilirubin per hundred 
cubic centimeters ef serum. The phenomenon appears to be 
relatively specific for atrophic arthritis and primary fibrositis. 
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The relief from rheumatic symptoms was noted as follows: 
“with onset of jaundice” sixteen times, on the first day of 
jaundice three times, second day four times, third day three 
times and “suddenly realized” toward the end of the first week 
of jaundice three times. Five patients apparently noted onset 
of relief from one to fourteen days before they noted their 
jaundice. Their jaundice of course may have been visible but 
unnoticed, or they may in fact have had relief during the stage 
of subclinical jaundice. Complete relief of all rheumatic symp- 
toms was experienced by 100 per cent of the fibrositic and by 
63 per cent of the arthritic patients. The rest of the arthritic 
patients noted marked (grade 3) but not complete relief. A 
remission, not a “cure,” is induced. Remissions have lasted 
from three weeks to three years and nine months. They aver- 
aged (roughly) from two to three times the average duration 
of the jaundice. Subsequently symptoms returned “as before” 
in 48 per cent, in much milder form in 39 per cent, of the cases. 
In a few, symptoms are still absent; two patients have died. 

The responsible agent has not yet been identified. It may be a 
normal hepatic substance (bilirubin, bile salts, other substance), 
an abnormal hepatic substance such as liver autolysate or extra- 
hepatic substance. The mechanism whereby it acts has not yet 
been determined. The therapeutic implications are obvious. An 
intensive study of the phenomenon may lead to a better under- 
standing of the pathogenesis of these diseases, perhaps even to 
some superior method of controlling them by giving the patients 
repeated remissions, from the use of some nontoxic accompani- 
ment of jaundice effective in available concentration. Various 
methods to reproduce the phenomenon have been used, so far 
unsuccessfully ; bile salts by mouth, synthetic bile salts (decholin) 
orally and intravenously, the administration of diluted ox bile 
by proctoclysis and of large amounts of human bile by stomach 
tube (up to 7,650 cc. in ten days, 2,600 cc. in one day), and 
transfusions of highly jaundiced blood. To study the phenome- 
non more effectively, it seemed justifiable to produce a relatively 
harmless type of “experimental jaundice.” A discouraged, 
incapacitated, arthritic patient volunteered to accept such a 
measure. “Toluylene diamine jaundice” was produced, the first 
example of experimental jaundice in a human being. Unfor- 
tunately the (hemolytic) jaundice induced thereby did not induce 
remission. 

Some more feasible method of study is needed, a method 
perhaps adaptable to the field of therapy. But when it is 
obtained it must be regarded not as an end in itself but as a 
means to an end. “Therapeutic jaundice” is an attractive term, 
but even if what it implies can be successfully accomplished it 
should at best be considered a crude, temporary form of treat- 
ment. Two conclusions are permitted now: 1. Chronic infec- 
tious (atrophic) arthritis and primary fibrositis obviously are 
not necessarily relentless, uncontrollable diseases for which no 
really satisfactory and rapid method of control need ever be 
expected; certain of their pathologic changes may be permanent 
but their pathologic physiology is much more reversible than 
supposed, indeed it is dramatically and rapidly reversible. 
2. Nature does possess a highly effective (if rarely utilized) 
method of producing a dramatic remission, involving a phe- 
nomenon precipitated more rapidly and more effectively by 
jaundice than by any other physiologic change or therapeutic 
method. The next step belongs to us. It behooves us to dis- 
cover nature’s dramatic if accidental antidote. 


Experimentally Induced Jaundice (Hyperbilirubinemia) 

Drs. Harry E. THompson and Bernarp L. Wyatt, Tucson, 
Ariz.: Bile contains four main components: (1) bile pigments, 
(2) bile salts, (3) lipidol constituents and (4) mucin. It has 
been generally observed that out of this group bile pigments 
alone reach relatively higher levels in the circulation in jaundice 
of the hemolytic type, while both bilirubin and bile salt are 
increased in jaundice of the obstructive and toxic type. 
Although the majority of cases in the literature indicate that 
those jaundices in which the most beneficial effect on arthritis 
was noted were accompanied by a rise in the serum bilirubin 
and bile salt, these two substances cannot be considered entirely 
responsible, since remissions have been observed to follow jaun- 
dice (hemolytic) in which the bile salt level presumably was 
not raised. 
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The effect of single and repeated intravenous injections of 
bilirubin at various dosage levels in rabbits has been observed, 
The results may be briefly summarized as follows: 1. Bilirubin 
was rapidly excreted following single intravenous injections, 
2. Repeated injections of 20 mg. per kilogram of bilirubin daily 
for ten days produced a chronic bilirubinemia and a retention 
in the tissue of the pigment. 3. No toxic effects were noted 
during administration or at autopsy. 4. The single fatal dose 
of bilirubin was from 175 to 200 mg. per kilogram. These 
observations indicate that the excretion of bilirubin was rapid 
even with repeated doses but that the tissue took up sufficient 
pigment so that a slight bilirubinemia persisted. 

Three patients with chronic atrophic arthritis were given a 
series of repeated injections of bilirubin in 10 to 15 mg. per 
kilogram doses daily. Observations on these patients demon- 
strated that bilirubin is rapidly but not completely excreted 
from the blood following repeated injections. These patients 
developed a slight hyperbilirubinemia and sufficient retention 
in the tissue to produce an icterus. Little or no symptomatic 
improvement was noted in this group. 

The administration of bile salt alone (sodium dehydrocholate) 
was tried in ten patients with chronic atrophic arthritis. They 
were given intravenously 2 Gm. of the salt daily for from nine to 
twelve days. Little or no symptomatic improvement was noted, 
The animal experiments were repeated, bilirubin being used at 
20 mg. per kilogram and the sodium salt of dehydrocholic acid 
in 40 mg. per kilogram doses. This bile salt was selected as 
it is apparently less toxic intravenously than some other bile 
salts. In addition to the previous observations the functional 
capacity of the liver (bromsulfalein) was studied. A _ brief 
summary of this study is as follows: 1. In single doses the 
clearance of bilirubin was essentially the same with bile salt 
as with bilirubin used alone. 2. With repeated administration 
there appeared a slightly greater pigment retention in the blood 
and tissues when bile salt was added to the bilirubin. 3. No 
evidence of toxicity appeared during or after administration or 
at autopsy. <A patient having a chronic nonspecific atrophic 
arthritis was selected. He was given daily doses of 10 mg. per 
kilogram of bilirubin intravenously for four days, and on the 
fifth, sixth and seventh days 40 mg. per kilogram of sodium 
dehydrocholate was added to the infusion. After four injections 
of bilirubin a slight icterus developed but no relief of symp- 
toms was noted; both knees and one ankle remained warm, 
swollen and painful. However, within eight hours following 
the fifth infusion (bilirubin and bile salt) definite relief from 
pain in all involved joints appeared. The swollen joints had 
diminished slightly in size and he was more icteric. The serum 
bilirubin twenty-four hours after this infusion was 2.81 mg. per 
hundred cubic centimeters. The Van den Bergh reaction was 
indirect. Following the two succeeding injections the joint 
swelling rapidly diminished and the analgesia has persisted up 
to the present time (five months). This reversal of symptoms 
came on so dramatically and suddenly that one immediately 
notes the similarity between this case and the reported case 
of analgesia occurring clinically with jaundice. 

The bilirubin and bile salt were then employed in nine other 
patients with chronic atrophic arthritis. Briefly, the observa 
tions are as follows: Of ten patients, three received sevét, 
two eight, three nine, one ten and one eleven daily infusions 
of bilirubin and bile salt. The first observable icterus in the 
eyes was noted after the first to fourth injection. This became 
generalized after from two to eight injections. However, there 
were varying degrees of intensity noted; as a general rule 
icterus became progressively more marked with each s 
ing injection. The observable jaundice disappeared in from 
fourteen to twenty-three days after the last administration 
Diminished swelling was noted after from one to nine i 
Analgesia was noted after from one to seven injections 
persisted for varying intervals, the shortest period being tw 
days. The longest period cannot be determined, as five patients 
have had no return of pain up to the present time ( 
intervals of five months, five and one-half months, two - 
one month and one month). Reactions occurred in some of 
these patients receiving bilirubin and bile salt. Out of a to 
of thirty-five infusions, fifteen reactions appeared in six patients 
All general reactions were of short duration and never appeared 
dangerous. 
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Since neither bilirubin nor bile salt alone has an analgesic 
effect, the mechanism of their combined action is somewhat 
problematic. The first question that presented itself was, Is 
there a higher and more persistent hyperbilirubinemia when 
bilirubin and bile salt were used together than when bilirubin 
is used alone? The observation on the patients and on rabbits 
indicate that there is a slightly higher and more persistent 
hyperbilirubinemia when the two are used together than when 
bilirubin is used alone. However, the differences are not strik- 
ing and the clinical relief of symptoms has not been sufficiently 
parallel to the degree of bilirubinemia to allow any conclusions. 

It was found that the administration of bile salt was without 
beneficial effect on the symptoms of chronic atrophic arthritis. 
Bilirubin employed alone similarly did not give any beneficial 
effects. However, the combination of bilirubin and bile salt 
had an ameliorating effect on the symptoms of atrophic arthritis. 
The mechanism of this action is not obvious, but it seems clear 
from these studies that one can produce an artificial jaundice 
which apparently duplicates the effects reported by various 
workers when clinical jaundice intervenes in patients with 
atrophic arthritis. 

DISCUSSION 

Dr. NATHAN Sipet, Boston: Since our original report was 
published in 1934, I have seen four other patients who showed 
the analgesic effect of jaundice on their arthritic pain. Two 
of these patients had obstructive jaundice due to carcinoma of 
the head of the pancreas; the joint condition was osteo-arthritis 
but there was only slight improvement. The other two patients 
presented rheumatoid arthritis, and with the onset of catarrhal 
jaundice the joint pain was alleviated. My first experience 
with bile salt therapy in arthritis was the giving of bile salts 
by mouth to the first patient in our jaundice series after his 
jaundice cleared. This occurred in 1933, and whereas the 
patient previously had to take from eight to ten acetylsalicylic 
acid tablets daily for relief, he felt -better with the bile salts 
and has continued this program to date. However, this therapy 
was not successful in other patients. In 1934 I tried dehydro- 
chloric acid (decholin) intravenously in ten arthritic patients 
but there was no relief. This is consistent with the work of 
Dr. Thompson that dehydrochloric acid by itself was of no 
value. I hope that commercial houses will not exploit bile salts 
for arthritis in view of the jaundice analgesia. I look on 
jaundice as a temporary palliative but not as a cure for arthritis. 
Is it possible that there is a certain liver substance, call it 
* if you will, that may be helpful when the patient takes 
cinchophen without getting toxic effects but is excreted in excess 
if jaundice occurs and thus gives such marked relief to patients 
with arthritis ? 

Dr. Witt1am B. Rawis, New York: During the past five 
years the clinic with which I am affiliated has been studying the 
liver function of patients with rheumatoid arthritis. Dr. 
Hench’s report published in July 1933, pointing out the relief 
of arthritic pain during jaundice, suggested to us that it might 
be related to liver dysfunction. Although one of our patients 
had had relief from pain during jaundice, we had not considered 
4 possible relationship until Dr. Hench’s first report appeared. 

another investigation, which included giving cinchophen as 
a clinical test to determine the reliability of skin tests with 
Cinchophen, nine of the patients developed urticaria. In five 
of them there was almost complete cessation of pain, lasting 
from ten days in one case to six months in another. This 
occurred in cases in which the urticaria was severe and lasted 
for more than five days. As a rule, when the urticaria was 
mild, either there was no relief from pain or the relief was 
only temporary. The galactose tolerance, hippuric acid, azo- 
rubin S, bilirubin excretion, icterus index, Van den Bergh 
Teaction, cholesterol esters, total cholesterol and albumin-globulin 
ratio determinations were done in most cases, sometimes before 
2 after the administration of cinchophen. When there was 

ef from arthritic symptoms, the icterus index, blood bilirubin 
and the Proportion of cholesterol esters to total cholesterol were 
ae Cinchophen toxicity occurred in forty-eight patients, 
ncluding nine with urticaria. In fifteen of them the icterus 
was determined before cinchophen was administered and 
after cinchophen toxicity developed. It was increased 


again 
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3 points in six patients and from 5 to 7 points in four other 
patients. When the icterus index remained below 10 there was 
no relief from symptoms or the relief was only slight and tem- 
porary. When the index was above 10, symptomatic relief 
was usually more marked and more lasting. Those patients 
with an icterus index above 10 were considered subicteric. We 
decided to test the accuracy of icterus index determinations. 
Repeated readings on a number of specimens indicated a mean 
technical error of 0.7. The icterus index showed a mean varia- 
tion of 1.8 from day to day when taken under similar conditions. 
This indicated that variations of 2 or more points, such as 
those just mentioned, were significant. In one case in which 
mild jaundice developed, for two weeks there was almost com- 
plete cessation of symptoms but they returned ten days after 
the disappearance of jaundice. In two other cases of mild 
jaundice there was complete cessation of symptoms, lasting 
for a period of about one month. In two instances the arthritic 
symptoms were worse even though the icterus index was 
increased to 10 and 12. Our failure to obtain a cessation of 
symptoms as long as was obtained by Drs. Hench and Thomp- 
son is probably due to the milder degree of jaundice. As 
Dr. Hench has pointed out, it seems to be a quantitative rather 
than a qualitative action. In a number of cases there was a 
definite decrease in the ratio of cholesterol esters to total choles- 
terol after cinchophen toxicity developed. In one instance the 
esters were 64 per cent of the total cholesterol before adminis- 
tration of cinchophen and 40 per cent after symptoms of toxicity 
developed. The icterus index increased from 5.4 to 8.7. There 
was relief of symptoms for ten days. Believing that increased 
serum bilirubin might be a factor in these cases, we gave a 
number of patients intravenous injections of bilirubin, without 
appreciable effect on the joint symptoms. Since hearing Dr. 
Thompson’s paper, I am convinced that this was due to insuf- 
ficient dosage because our dose never exceeded 3 mg. per kilo- 
gram of body weight. This dose gives only a slight increase 
in the serum bilirubin after four hours. Our experience with 
bilirubin has been rather limited, owing to the high cost of the 
drug. Further study is needed to determine whether increased 
bilirubin is responsible for the relief of pain in these patients: 
We have also used the sodium salt of dehydrocholic acid in a 
large number of patients. Ten cc. of 20 per cent solution was 
given intravenously from two to three times each week for 
from four to six weeks, or until they had received eight or ten 
injections. Although improvement seemed to occur in some 
cases, it should be used only for the liver dysfunction and not 
as a treatment for arthritis. Its action is probably due to the 
increased production of the bile, which relieves some of the 
toxicity present. These observations suggest that the relation 
between jaundice and the relief of arthritic pain should receive 
further study. 


Dr. H. M. Marcoris, Pittsburgh: In view of the fact that 
the occurrence of a significant degree of jaundice, from any 
cause, frequently inactivates completely an arthritic process for 
the period of duration of the icterus, we studied the therapeutic 
effect of certain components of the icteric state in cases of 
active rheumatoid arthritis. Because it was most easily available, 
we studied first the effect of sodium dehydrocholate, a salt of 
one of the bile acids, which was injected intravenously, daily, 
over a period of a week. We employed this procedure in several 
patients with rheumatoid arthritis in whom the chief disability 
was caused by pain, periarticular swelling, stiffness and sore- 
ness. Although, in one case, the effect during the first few 
days seemed encouraging, it was soon evident that improvement 
was merely coincidental, for the subsequent experience was 
quite different, and I found no appreciable benefit from the 
administration of the salts of bile acids. The results were so 
clear cut that further therapeutic trial of bile salts in arthritis 
was not attempted. In view of the possibility that the relation 
of jaundice to improvement in the arthritic state may depend on 
some product of hepatic degeneration, we studied the effect of 
the intravenous and intramuscular injection of autolyzed liver, 
which was kindly supplied me by Dr. W. S. McEllroy of the 
University of Pittsburgh. This preparation, which Dr. 
McEllroy has employed in the treatment of pernicious anemia, 
is made by adding a dilute solution of hydrochloric acid to 
minced beef liver to which small amounts of chloroform are 
also added as a preservative, the mixture being shaken, placed 
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in an incubator and allowed to undergo autolysis for an average 
period of ten days, during which time it is shaken daily. At 
the end of ten days the undigested material is removed by 
filtration and this filtrate was used after adjusting the reaction 
to neutrality and sterilizing it by Berkefeld filtration. Since 
this preparation contains various protein degradation products, 
which are apt to produce severe reactions, the material was 
diluted in physiologic solution of sodium chloride or 5 per cent 
dextrose solution. The intravenous injection of such an auto- 
lyzed liver solution in two cases of atrophic arthritis produced 
distinct exacerbation of the symptoms of pain, stiffness and 
soreness. During the course of a series of injections that were 
given, improvement did not occur, but rather an exacerbation 
of all symptoms. The adverse effect was so clearly evident 
that this procedure also was discarded. During all this time I 
felt that the relief of arthritic pain afforded by the icteric state 
is probably effected not by any one single chemical factor but 
probably by some combination of factors inherent in the jaun- 
diced state. I am glad to find that Dr. Thompson’s and Dr. 
Wyatt’s observations, just reported, confirm this view to a 
large extent. To study the toxicity of whole bile, Dr. McEllroy 
and I injected intravenously into a dog a preparation of ox bile. 
Toxic manifestations resulted immediately, with nausea and 
vomiting and, later, evidence of cerebral confusion and motor 
incoordination, from which the dog recovered, however, within 
twenty-four hours. This reaction was so marked that we did 
not feel justified in repeating this experiment clinically, par- 
ticularly since it was evident that such large amounts of whole 
bile would be required that it would be distinctly hazardous. 
That is as far as our experiments have gone, but we are still 
intensely interested in the problem of devising some means of 
duplicating that biologic state which, in spontaneous jaundice, 
produces these frequently remarkable clinical remissions in the 
arthritic patient. The report of Drs. Thompson and Wyatt 
points the way to further study along this line—studies which 
may give some cue to certain biochemical factors capable of 
influencing the arthritic state favorably. I can testify to one 
other point brought out by Dr. Hench: that the effect of 
jaundice is somehow selective for rheumatoid arthritis and is 
apparently ineffective in gout. This was observed in one of my 
gouty patients recently, in whom an acute exacerbation of gouty 
arthritis was preceded by an acute hepatitis with jaundice. The 
gouty arthritis in this case appeared, in fact, during the course 
of the icterus. 

Dr. Puitie S. Hencu, Rochester, Minn.: The authors have 
demonstrated a method for successfully producing an apparently 
harmless “jaundice” or hyperbilirubinemia, which should be 
of value in studying a number of physiologic and clinical prob- 
lems other than ours. Their study leads to the conclusion that 
there is some potent reaction between bilirubin and bile salts 
which is responsible for the phenomenon. I have been unwilling 
to stress the importance of bilirubin for various reasons. 
Among other phenomena, pregnancy, which would seem to have 
little or nothing to do with bilirubin, often provokes a similarly 
effective if less dramatic remission in atrophic arthritis. If 
my four patients who told me that their relief came before the 
visible jaundice were correct, either bilirubin is not responsible 
or small amounts are effective, an idea contradicted by certain 
data. It is of course possible that the four patients had an 
unrecognized visible jaundice, but if they did not have, or even 
if they had, a subclinical jaundice, it would suggest that signifi- 
cant excesses of bilirubin are not required. When his results 
were consistent enough and the details of his technic were 
ironed out, Dr. Thompson, about two months ago, gave me his 
preliminary plan in order that I might have some experience 
with it to bring to this discussion. Dr. Thompson has described 
his technic in five sentences and the method sounds simple 
enough. But to me it is not as simple as it sounds. Dr. 
Thompson warned me that we might have difficulties at first 
and we have had them. First, the strong alkali continues to 
irritate, or cause thrombosis in our patient’s veins so that the 
matter of giving from eight to twelve consecutive injections to 
the average thin, hyposthenic arthritic patient becomes a prob- 
lem. According to Dr. Thompson the solution must be made 
fresh daily (a matter of about two hours’ work), administered 
promptly, and kept away from sunlight at all times to prevent 
oxidation of bilirubin. It remains to be proved how necessary 
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some of these precautions are. In the eight weeks at my djs. 
posal I have been able to treat only six patients, each with 
active atrophic arthritis. One became jaundiced and had several 
peaks of serum bilirubin, between 15 and 29 mg., but although 
he received seventeen injections (some of them in doses of 
1 Gm.) he noted no relief. One received twelve injections, 
became definitely jaundiced, had several peaks of serum bilirubin 
between 10 and 26 mg., and noted only partial relief—perhaps 
50 per cent for a few days. Unfortunately venous thrombosis 
developed and we could not give him more injections. In ay 
attempt to avoid these reactions we buffered the solution, bring. 
ing it almost to neutrality, but two patients treated with such 
a solution had excretion curves totally different from the others, 
Neutralization made the solution impotent to produce cumy- 
lative hyperbilirubinemia after six injections. Our last two 
patients have received daily doses of 1 Gm. of bilirubin and 
4 Gm. of dehydrochloric acid to saturate them as fast as pos- 
sible. They have received eleven and thirteen daily injections 
to date: both are decidedly jaundiced, with peaks of 25 and 
34 mg. of serum bilirubin and low points of 7.9 and 12.5 mg, 
yet neither has yet noted any analgesia. After a few more 
injections, both patients experienced considerable relief from 
pain. One who had hydrops and fever has noted no change 
in these features either. Thus, ironically, I am so far unable 
to corroborate Dr. Thompson’s findings which I should like 
to do, since they so amply corroborated and extend my own 
observations on spontaneous jaundice. In going over my technic 
carefully with him yesterday I found two or three little differ- 
ences which may be important: for example, we added bile 
salts before, rather than after, filtration. Nevertheless, one 
must conclude that the procedure is an empirical, not a ration- 
alized, one. It is not simply a question of dissolving a certain 
amount of bilirubin in any alkali, adding bile salts and admin- 
istering the mixture. The hypothetical + substance may be 
in, or be engendered by, his solution but not by ours, although 
we have been using the same preparation of bilirubin and bile 
salts (decholin). Is the x substance really dependent on his 
bilirubin-decholin mixture or is it dependent on something else 
in his solution? Commercial bilirubin solutions are not yet 
really pure. There are impurities in the bilirubin both of us 
have been using. Pure bilirubin contains 8.95 per cent of 
nitrogen; commercial bilirubin contains from 7.2 to 8.3 per cent 
nitrogen. Whether this is a factor, whether oxidation is to be 
avoided or actually welcomed, these and other details are to 
be worked out. I am not discouraged by these preliminary 
differences in results. Indeed, they may help us solve the prob- 
lem. In the meantime they emphasize what was said before. 
Dr. Thompson is not presenting us with “therapeutic jaundice” 
but when his method is standardized and rationalized it may 
help us to realize to the fullest the therapeutic implications 
implied in the phenomenon which has been observed to occur 
with spontaneous jaundice. 
Dr. Harry E. THompson, Tucson, Ariz.: Dr. Sidel’s results 
with bile salt given alone is similar to ours when we used bile 
salt alone. Dr. Rawls has used bilirubin alone but has giver 
it in only 3 mg. per kilogram doses and did not employ itm 
conjunction with bile salt. With regard to Dr. Hench’s dis- 
cussion, when we went over this procedure previous to 
meeting it was quite evident that he had not followed the 
exact procedure which I had given him a few months pit 
viously. He had made several changes. Both he and I agret 
that although these are minor changes they are perhaps major 
in importance. This I am sure accounts for differences im ou 
results. In an effort to confirm our work he has men 
that one patient was 50 per cent improved. This indicates to 
me that despite the changes made in the procedure he ws 
sufficiently close at this time to approximate in part our 
I think that closer adherence to the procedure—both the prep 
ration and the administration—will result in comparable 
results. That a nontoxic jaundice can be produced is ap 
as Dr. Hench has confirmed our work with relation to its Pf 
duction. Dr. Hench is to be congratulated for his keen obs 
vation that a jaundice intervening clinically may produce 
remission in atrophic arthritis. I thoroughly agree that both 
bilirubin and bile salt should be kept free from exploitation. To 
exploit such substances, promising as they may appeat to? 
is undesirable and unwarranted at this time. : 
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Alabama Medical Association Journal, Montgomery 
7%: 105-144 (Sept.) 1937 


Presacral Sympathectomy in Dysmenorrhea. H. D. Johnson, Mont- 
gomery.—p. 105. 
The Psychogenic Factor in Disease. G. Walsh, Fairfield—p. 111. 





Carcinoma of the Cervix: Report of 186 Cases. J. D. Peake, Mobile. 
—p. 113. 

Hyperthyroidism: Importance of Early Recognition and Treatment. 
J. M. Wilson, Mobile.—p. 116. 

Ureterodural Anastomosis in Hydrocephalus. W. R. Meeker and J. O. 


Muscat, Mobile.—p. 119. 


American Heart Journal, St. Louis 
14: 255-382 (Sept.) 1937 


Trepopnea as an Etiologic Factor in Paroxysmal Nocturnal Dyspnea. 
F. C. Wood, C. C. Wolferth and A. W. Terrell, Philadelphia.—p. 255. 
Clinical Study of Preparation of Squill (Urginin) in Treatment of 


Myocardial Insufficiency. F. L. Chamberlain and R. L. Levy, New 
York.—-p. 268. 


Effect of Theophylline with Ethylenediamine (Aminophylline) on Course 
of Cardiac Infarction Following Experimental Coronary Occlusion. 
H. Gold, Janet Travell and W. Modell, New York.—p. 284. 

Significance of an Absent or a Small Initial Positive Deflection in Pre- 
cordia! Lead. A. M. Master, S. Dack, H. H. Kalter and H. L. 
Jaffe, New York.—p. 297. 

*Some Eifects of Alteration of Posture on Arterial Blood Pressure. 
H. Wald, M. Guernsey and F. H. Scott, Minneapolis—p. 319. 

*Analysis of Diagnostic Criteria of Angina Pectoris: Critical Study of 
100 Proved Cases. J. E. F. Riseman and M. G. Brown, Boston.-— 
p. 331. 

Unusual Clinical Manifestations of Subacute Bacterial Endocarditis. 
A. Grossman and A. Lieberson, New York.—p. 352. 


Subacute Bacterial Endocarditis: Clinicopathologic Study of Thirty- 
Seven Cases. J. R. Brink and H. L. Smith, Rochester, Minn.—p. 362. 
Occurrence of an Upright T Wave in Lead IV in a Patient Without 
Other Evidence of Heart Disease. W. A. Sodeman, New Orleans. 


—p. 367. 


Effects of Posture on Blood Pressure.—Wald and his 
associates determined the immediate (during the first minute) 
and the prolonged effect (after the first minute) on the arterial 
blood pressure in human subjects after the change from a 
recumbent to an upright position. Experiments on animals 
trying to determine the mechanisms of adjustments were also 
performed. On changing from the recumbent to the standing 
position the systolic pressure is from 5 to 40 mm. of mercury 
below the recumbent level about ten seconds after the change. 
There is a rapid recovery after this initial drop and after about 
thirty seconds many subjects have regained or passed the 
recumbent level. In some few cases the recovery is slower. 
Diastolic, pressure usually rises slightly on standing. The 
same type of reaction is seen when the subjects are tilted into 
the vertical posture, but the drop is greater and the recovery 
less. Prolonged quiet standing is a severe strain on the cir- 
culation, as shown by the frequency of fainting. Reflexes from 
the carotid sinusés and arch of the aorta are responsible (in 


Part at least) for the reactions leading to the recovery of the 
Pressure, 


Diagnostic Criteria of Angina Pectoris.—To establish 
the criteria for the diagnosis of angina pectoris and to determine 
the frequency of atypical forms of the syndrome, Riseman and 

Town made a careful investigation in 207 patients suspected of 
having angina pectoris. The study included the clinical history, 
physical examination, electrocardiographic tracings, teleroent- 
SeNograms of the heart, the basal metabolic rate, the blood 
serum cholesterol and the patient’s reaction to exercise under 
standardized conditions. The five characteristics of importance 
mn diagnosis of angina pectoris were that the attacks were 

in onset, short in duration, involved the anterior part 
the chest and inner aspect of the arms, were induced by 
*xertion in the cold and consisted of a vague iridescribable 


sensation of unrest or distress. Patients who lacked one or 
more of these features proved to have either no cardiac dis- 
order as the cause of their symptoms or to have angina pectoris 
plus some complicating disease. Other characteristics encoun- 
tered frequently but having no specific diagnostic value included 
abnormalities in the electrocardiogram, blood pressure, size of 
the heart, basal metabolic rate, serum cholesterol level and 
relief by glyceryl trinitrate. Of the patients with angina 
pectoris 26 per cent showed no abnormalities in the electro- 
cardiogram, blood pressure or size of heart by x-ray examina- 
tion. Argina pectoris due to valvular heart disease, paroxysmal 
rapid heart action, anemia or thyrotoxicosis was quite similar 
to that secondary to coronary artery disease, but the attacks 
were likely to be prolonged and frequently occurred without 
obvious precipitating cause. Difficulties in diagnosis were 
usually due to noncardiac disease simulating angina pectoris 
or angina pectoris simulating or occurring together with a 
noncardiac disease. Observation of the patient’s reaction to 
exercise was frequently of distinct value in establishing the 
diagnosis or obtaining a more exact picture of the symptoms 
than was possible from the clinical history alone. 


American Journal of Medical Sciences, Philadelphia 
194: 293-448 (Sept.) 1937 

*Congo Red in Treatment of Pernicious Anemia and Sprue. W. H. 
Barker, New York.—p. 293. 

Effect of Lead Therapy on Blood Cells of Cancer Patients. S. E. Gould, 
H. J. Kullman and H. A. Shecket, Detroit.—p. 304. 

Acute Hemolytic Anemia (Lederer Type). A. S. Giordano, South Bend, 
Ind., and L. L. Blum, Terre Haute, Ind.—p. 311. 

*Skin Irritation and Cancer in the United States Navy. S. Peller, Balti- 
more, and C. S. Stephenson, Washington, D. C.—p. 326. 

Treatment of Hematemesis and Melena by Continuous Aluminum 
Hydroxide Drip: Report of Twenty-One Cases. E. E. Woldman, 
Cleveland.—p. 333. 

Tubercle Bacilli in Gastric Contents: Important Diagnostic and Prog- 
nostic Finding. R. H. Stiehm, Madison, Wis.—p. 340. 

Protamine Insulin and Infection. H. E. Himwich and J. F. Fazekas, 
Albany, N. Y.—p. 345. 

Arterial Hypertension: Site and Significance of High Chloride Content 
of Blood. F. L. Apperly and M. Katharine Cary, Richmond, Va. 
—p. 352. 

Electrocardiographic Changes Occurring at Death. L. H. Sigler, 
I. Stein and P. I. Nash, Brooklyn.—p. 356. 

Syphilis of Interventricular Septum and Ventricular Tachycardia. 
P. Cossio, D. Vivoli and H. Caul, Buenos Aires, Argentina.—p. 369. 

Maintenance of Functional Integrity of Occluded Large Arteries as 
Demonstrated by Thorotrast Arteriography. W. M. Yater, Wash- 
ington, D. C.—p. 372. 

Respiratory Basis of Periodic Subcostal Pain in Children. I. N. Kugel- 
mass, New York.—p. 376. 

Anemia of Myxedema: Its Classification and Treatment. J. C. Sharpe, 
Omaha.—p. 382. 

Sedimentation Rate in Angina Pectoris and Coronary Thrombosis. 
J. E. F. Riseman and M. G. Brown, Boston.—p. 392. 

Fractionation Studies on Intrinsic Factor in Normal Human Gastric 
Juice. O. M. Helmer and P. J. Fouts, Indianapolis.—p. 399. 

Treatment of Myasthenia Gravis: Report of Six Cases. M. W. Thorner 
and J. C. Yaskin, Philadelphia—p. 411. 


Congo Red in Treatment of Pernicious Anemia and 
Sprue.—Because of the difficulty in obtaining suitable cases of 
pernicious anemia in relapse, the problem was at first attacked 
from a somewhat different angle. Barker selected from the 
outpatient clinic proved cases of pernicious anemia which were 
in a remission as the result of liver extract therapy. Weekly 
intravenous injections of congo red (Griibler) solution were sub- 
stituted for intramuscular injections of liver extract. A 0.5 per 
cent solution of the dye in 0.5 per cent saline solution, prepared 
exactly according to the method of Massa and Zolezzi, was 
employed in all cases. Only patients without evidence of com- 
bined systemic disease were selected. Six such patients were 
treated with congo red for periods varying from nine weeks to 
six months. Five of the six patients evinced a marked tendency 
to relapse, as shown by a falling erythrocyte count and hemo- 
globin as well as by the rising mean corpuscular volume and 
color index. In four, distinct symptoms of relapsing pernicious 
anemia appeared concomitant with the characteristic changes 
of the blood. The symptoms disappeared rapidly and the blood 
levels soon returned to normal when intramuscular liver extract 
therapy was resumed. These relapses during therapy with 
congo red are the more significant in that no attempt was made 
to control the diets of these patients, who had been previously 
trained to eat plenty of meat and other foods rich in Castle’s 
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extrinsic factor. The conclusion is justified that weekly injec- 
tions of congo red did not furnish a practical substitute for 
liver extract in this group of patients, all of whom could be 
maintained in a complete remission by a single injection of liver 
extract once every two to three weeks. It was also ineffective 
in cases of pernicious anemia in relapse and sprue. The dye 
may occasionally produce slight nonspecific reticulocyte rises 
in cases of pernicious anemia. 

Cutaneous Irritation and Cancer.—Among 100,000 active 
males—officers and men—Peller and Stephenson find that there 
occurred annually 8.91 new cases of cancer of the skin or 
lip (actually seventy-eight cases), and there were 1.25 + 0.39 
deaths from each of these two types of cancer. The mortality 
figure contains all cases with an onset of the illness during the 
active service of eight years (from 1929 to 1936). The peculiar 
conditions of life in the United States Navy—the prolonged 
exposure to the sun’s rays, to open air and to salt water—are 
associated with a frequency of cancer of the lip and skin eight 
times the normal and a greatly diminished morbidity and mor- 
tality from all other cancers. In about four tenths of the men 
who would be expected to die from an inner malignant mani- 
festation there developed instead of this cancer a curable tumor 
of the lip and skin. The mortality from cancer of the skin and 
lip is in the United States Navy about three times higher than 
in the average population (of the same age [16 to 50] group). 
Among the fatal cases, melanoma predominates. The danger 
from epitheliomas is small. It seems that a tumor in the inner 
organs develops later in only a small part of the patients in 
whom cancer of the lip and skin has been cured. This problem 
must be studied on a larger scale. By exposing young men to 
strong cutaneous irritations which are not carcinogenous to the 
inner organs, the lives of some who would die from a cancer 
might be saved, at least for a certain number of years. 


American Journal of Public Health, New York 
27: 865-964 (Sept.) 1937 

Automatically Controlled Dishwashing Machine. W. C. Cox, Washing- 
ton, D. C.—p. 865. 

Rabies Deaths in Alabama: Analysis of Case Histories with Regard to 
Treatment. G. A. Denison, Birmingham, Ala.; J. G. McAlpine and 
D. G. Gill, Montgomery, Ala.—p. 869. 

Nursing Services for Mothers and Children as Part of a Balanced 
Public Health Nursing Program. Hortense Hilbert, Washington, 
D. C.—p. 875. 

Asphyxiation and Death in Oxygen Deficient Air. 
Buffalo.—p. 880. 

Rat Surveys and Rat Proofing. B. E. Holsendorf, Rosebank, Staten 
Island, N. Y.—p. 883. 

Occurrence of O and H Agglutinins Following Subcutaneous and Oral 
Administration of Typhoid Vaccine. Cora M. Downs and G. C. Bond, 
Lawrence, Kan.—p. 889. 

*Tapeworm Infestations in Southern United States. E. J. Sunkes and 
T. F. Sellers, Atlanta, Ga.—p. 893. 

Influence of Dead Bacteria on Microscopic Counts of Pasteurized Milk. 
A. R. Ward and C. E. Myers, Detroit.—p. 899. 

Venereal Disease Program for State or Full Time Health Departments. 
O. C. Wenger, Washington, D. C.—p. 906. 

School Nursing in a Generalized Nursing Program. Grace Ross, Detroit. 
—p. 909. 

Influence of Contaminating Bacteria on Results of Microscopic Test for 
Streptococcic Mastitis. C. S. Bryan and E. A. Nelson, East Lansing, 
Mich.—p. 914. 


Tapeworm Infestations in Southern United States.— 
Sunkes and Sellers base their report on 927,625 fecal examina- 
tions performed in thirteen Southern states. There were 8,085 
positive observations, making a mean incidence of 0.87 per 
cent. The incidence in the individual states ranged from 
0.29 per cent in Florida to 2.97 per cent in Tennessee. Of the 
7,249 positive examinations that could be classified, 98.6 per 
cent were the dwarf tapeworm (Hymenolepis nana), an average 
incidence of 1.1 per cent. Only 100 other types of tapeworms 
were found in this survey, of which fifty-eight were beef tape- 
worm (Taenia saginata), thirty-two rat tapeworm (Hymeno- 
lepis diminuta), eight pork tapeworm (Taenia solium) and 
one each fish tapeworm (Diphyllobothrium latum) and dog 
tapeworm (Dipylidium caninum). Histories are given of cases 
of human infestation with the fish tapeworm, the rat tapeworm 
and the dog tapeworm: Data regarding the prevalence of 
human infestations with tapeworm are incomplete, owing to the 
failure of a number of laboratories of the state board of health 
to classify their observations. 


E. J. Powers, 
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Annals of Medical History, New York 
9: 401-516 (Sept.) 1937 

Letters of Dr. Théodore Turquet De Mayerne to the Syndics and 
Executive Council of the Republic of Geneva. T. Gibson, Kingston, 
Ont.—p. 401. 

Description of Vermiform Appendix from the ‘“‘De Fabrica” of Vesalius, 
S. W. Lambert, New York.—p. 422. 

Jean Dominique Larrey: A Great Military Surgeon. P. E. Bechet, 
New York.—p. 428. 

The Doctors Gustavus Brown: Father and Son, of Charles County, Md, 
J. T. Howard, Baltimore.—p. 437. 

Nathan Smith and Early American Medical Education. L. D. Van 
Antwerp, Meriden, Conn.—p. 449. 

Notes on the Medical History of Vienna. H. M. Korns, Iowa City, 
—p. 464. 

The Doctor on the Stage: Medicine and Medical Men in Seventeenth 
Century English Drama. H. Silvette, University, Va.—p. 482. 


Archives of Dermatology and Syphilology, Chicago 
36: 475-684 (Sept.) 1937 

*Cutaneous Papillomatosis: Papillomatose Confluente et Réticulée. F, 
Wise, New York, and W. Sachs, Jersey City, N. J.—p. 475. 

Diagnostic Value of Intradermal Chancroidal Test. R. B. Greenblatt 
and E. S. Sanderson, Augusta, Ga.—p. 486. 

Relationship of Urticarial to Inflammatory Reaction to Trichophytin, 
P. V. Marcussen, Copenhagen, Denmark.—p. 494. 

Pathogenesis of Noncaseating Tuberculosis of the Skin and Lymph 
Glands. R. R. Mellon and L. G. Beinhauer, Pittsburgh.—p. 515. 

White Pinta, or Vitiligo, in Yucatan. H. Fox, New York.—p. 534. 

Necrobiosis Lipoidica Diabeticorum (Urbach and Oppenheim). J, M. 
Hitch, University, Va.—p.-536. 

Sodium Amytal as an Aid to Psychotherapy in Case of Dermatitis 
Factitia. L. M. Eaton and P. A. O’Leary, Rochester, Minn.—p. 544, 

Trichophytin and Allergy to Trichophytin: II. Observations on Vari- 
ability of Cutaneous Responses to Trichophytin. G. M. Lewis, M. B. 
Sulzberger and F. Wise, with assistance of Mary E. Hopper, New 
York.—p. 548. 

Histologic Characteristics of So-Called Precancerous Processes of Skin. 
L. Szodoray, Budapest, Hungary.—p. 552. 

Mapharsen in Treatment of Syphilis. H. N. Cole, Cleveland, and R. B. 
Palmer, Lincoln, Neb.—p. 561. 

Subsurface Growth of Pathogenic Fungi on Peptone, Hair, Pig Skin 
and Cysteine-Cystine Mediums. J. W. Williams, Cambridge, Mass. 
—p. 581. 

*Benign Hepatitis of Early Syphilis. J. R. Waugh, Norfolk, Va— 
p. 599. 

Effect of Age on Consumption of Oxygen and Composition of Skin of 
Albino Rat. P. D. Adams, Cincinnati.—p. 606. 

Cutaneous Papillomatosis.—The patient whose condition 
Wise and Sachs discuss exhibited an eruption characterized by 
(1) the morphologic features of individual lesions, (2) the con- 
figuration of the eruption, (3) the site of the initial manifesta- 
tions and the areas of predilection, (4) the distribution of the 
individual lesions and (5) the concomitant manifestations 
(involvement of the axillae and groins). The elementary lesion 
consists of a papillomatous papule from 1 to 2 mm. in diameter; 
it is slightly elevated, round, flat topped and bright red; the 
surface is slightly cornified, and the borders are sharply defined. 
In the course of development a rapid change takes place. The 
red papule becomes gray, and as a result of deposit of pigment 
soon turns brown; the epidermis is thickened, uneven and some- 
what cornified; some of the lesions are almost verrucous, 
resembling plane juvenile warts. The papules increase in size, 
attaining a diameter of from 4 to 5 mm. Further progress of 
the eruption results in confluence of the lesions in the form 
a massed flat network with well defined borders. . On the 
intermammary and epigastric regions the eruption resembles 
pityriasis versicolor. As the papules increase in number they 
gradually merge and form a centrally situated (intermammary) 
diffuse, even surface, while those at the periphery spread out 
and form a network, which diminishes and fades as it approaches 
the surrounding unaffected skin. The earliest manifestations 
appear on the intermammary and epigastric regions. From 
these areas the eruption spreads with diminishing intensity, 
involvement being upward toward the breasts and 
downward toward the pubes and posteriorly up and down the 
spine. Concomitant manifestations appear on the neck and if 
and about the axillae. The skin of the neck is thickened and 
the surface markings are exaggerated, roughened and pigm 
but papillomatous formations are lacking. The skin of : 
axillae exhibits a pronounced exaggeration of its parallel folds; 
the glandular orifices are prominent and enlarged and are 
capped with fine cornified plugs. The epidermis 1s 
red or grayish brown and feels smooth to the palpating finget 
The eruption undergoes an insidious and chronic ; 
new areas becoming involved at irregular intervals. The erup 
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tion is neither congenital nor hereditary. It seems probable 
that endocrinologic disturbances, especially thyroid dysfunction, 
may play a part in the etiology. The American literature con- 
tains no reference to this group of dermatoses. 


Benign Hepatitis of Early Syphilis.——Waugh cites three 
undoubted cases of benign hepatitis of early syphilis and one 
probable one. Such cases are rare. Three of the patients had 
secondary syphilitic lesions of the skin or mucous membranes, 
and one had a primary lesion. Two of them showed a Herx- 
heimer reaction when treatment was begun with neoarsphen- 
amine. The jaundice in all four disappeared promptly under 
antisyphilitic treatment. These four instances occurred among 
4920 cases of recent syphilis (syphilis of one year’s duration 
or less). The chief symptom of early acute benign hepatitis 
in syphilis is stated by Stokes to be jaundice, and the chief 
sign enlargement of the liver. It is distinguished with difficulty 
from intercurrent catarrhal jaundice of nonsyphilitic origin and 
from hepatorecurrence. Differentiation must rest entirely on 
(1) the presence of a chancre or secondary eruption (usually 
roseola), (2) a Herxheimer reaction, if treatment is begun 
with an arsphenamine preparation and (3) prompt cure, if treat- 
ment is continued. From two to five weeks should be sufficient 
for complete recovery of the patient with early hepatitis except 
when there is residual enlargement of the liver. Two patients, 
who were treated with neoarsphenamine and a bismuth com- 
pound, had Herxheimer reactions. The patient treated with 
bismuth alone and the patient who received preliminary intra- 
muscular injections of mercuric benzoate before treatment with 
arsphenamine showed no clinically recognizable Herxheimer 
reactions. It is believed that there is no danger of trouble from 
a severe Herxheimer reaction if an arsphenamine preparation 
is used from the outset in the treatment of patients with benign 
hepatitis of early syphilis, provided treatment is instituted with 
small doses of the arsphenamine preparation and the patient is 
watched carefully. 


Archives of Internal Medicine, Chicago 
GO: 385-566 (Sept.) 1937 

*Clinical Course and Treatment of Sprue. D. K. Miller and W. H. 
Barker, New York.—p. 385. 

Acute Bismuth Poisoning, with Recovery. N. M. Keith and A. E. 
Osterberg, Rochester, Minn.—p. 415. 

Inheritance of Shaking Palsy. W. Allan, Charlotte, N. C.—p. 424. 

Pulsations of the Wall of the Chest: II. Pulsations Associated with 
Aortic Regurgitation. W. Dressler, Vienna, Austria.—p. 437. 

Id: III. Pulsations Associated with Tricuspid Regurgitation. W. 
Dressler, Vienna, Austria.—p. 441. 

Effects of Vitamin B, Concentrate. J. K. Narat and J. A. Loef, 
Chicago.—p. 449. 

"Traction Diverticulum of Esophagus: Roentgenographic Demonstration; 
Symptoms Noted in Series of Twenty-Six Patients. R. P. Wallace, 
New York.—p. 454. 

Leukemia Without Leukocytosis (Aleukemic Myelosis) and Without 
Splenomegaly. S. R. Mettier and Katherine Purviance, San Francisco. 
—p. 458. 

Influence of Copper and Liver Fraction on Retention of Iron. Adelaide 
P. Barer and W. M. Fowler, Iowa City.—p. 474. 

Diverticulum of Pericardium: Further Data Showing Presence of Extra- 
thoracic Abscess. E. H. Cushing and A. Moritz, Cleveland.—p. 482. 

Calcification of Myocardium with Bone Formation: Report of Case. 

: J. N. Cohen and H. S. Levine, Brooklyn —p. 486. 

Therapeutic Value of Convalescent Serum in Scarlet Fever. M. Fox 
and M. Hardgrove, Milwaukee.—p. 494. 

Increased Urinary Excretion of Iodine in Hyperthyroidism. G. M. 
Curtis and I. D. Puppel, Columbus, Ohio.—p. 498. 

Electrolytes of Blood and Urine of Dogs with Acute Hepatic Injury Pro- 
duced by Arsphenamine. L. J. Soffer, D. A. Dantes and H. Sobotka, 
New York.—p, 509. 

Peripheral Vascular Diseases: Review of Some of Recent Literature and 
Critical Review of Surgical Treatment. G. W. Scupham and 
G. de Takats, Chicago.—p. 522. 


Clinical Course and Treatment of Sprue.—Miller and 
Barker studied a series of thirty-three patients with sprue. 
Wenty-nine of these patients have been followed in the clinic 
after discharge from the hospital. Ten patients presented the 
Classic picture of severe sprue with diarrhea and anemia, nine 
Patients had diarrhea but no anemia, while fourteen complained 
only of abdominal discomfort and flatulence. The symptoma- 
tology, the hematology and the results of gastric analyses for 

€ patients have been presented in detail, together with illus- 
— cases. X-ray study of the small intestine was made 
2 twenty-nine of these patients, and morphologic alterations 
. “€ small intestine were observed in all, these changes vary- 
ing directly with the severity of the disease. The most signifi- 


































































cant abnormalities were a distortion of the mucosal pattern and 
a variation in the caliber of the intestinal loops. The great 
majority of the patients experienced complete symptomatic 
relief once adequate therapy had been instituted. Moreover, 
these patients have been maintained in excellent health over 
long periods by means of a relatively simple therapeutic regimen. 
Five patients have returned to tropical countries without recur- 
rence of symptoms. No patient has discontinued specific therapy 
entirely without suffering a relapse. The maintenance of a 
diet for sprue in addition to liver extract therapy gives a patient 
more complete relief from gastro-intestinal symptoms than does 
liver extract alone. The frequency of injections of liver extract 
must be individualized, the prevention of intestinal dysfunction 
serving as a guide to the amount of therapy to be given. 


Traction Diverticulum of Esophagus.—Wallace points 
out that among the ten patients reported in 1932 and in sixteen 
additional patients in whom traction diverticulum of the esopha- 
gus was discovered roentgenographically symptoms recurred 
with such frequency as to cast doubt on the theory that symp- 
toms are absent with this lesion. Symptoms were attributed to 
the diverticulum by ten patients ; in eight they were the patient's 
chief complaint, while in the remaining two cases esophageal 
symptoms were of secondary importance: Pain behind the 
sternum was felt by six patients. A sensation of weight or 
heaviness was complained of by four and burning by three; 
while sudden, sharp, short, sticking, dull, constant, choking and 
constricting were the terms used once each to describe the 
discomfort. Occasionally food would increase the pain. The 
intensity of the pain varied from mild to severe and bore no 
relationship to the position of the body, respiration or the time 
of day. Usually the pain was referred to the midsternum. 
Dysphagia, distinct from substernal pain, was experienced by 
six patients. Swallowing was not only difficult but painful. 
Hematemesis occurred in three cases, and in two it was the 
only complaint. Other symptoms of minor importance and 
infrequent occurrence were eructations, simple vomiting, hiccup, 
pain high in the epigastrium and weakness. 


Value of Convalescent Serum in Scarlet Fever.—Fox 
and Hardgrove, in comparing the results obtained in 139 patients 
with scarlet fever treated with commercial antitoxin, 589 
treated with pooled human serum of patients convalescent from 
scarlet fever and 300 receiving neither but who were given 
the same general symptomatic treatment, find that the most 
satisfactory results were obtained after the use of convalescent 
serum. When serum was given early in adequate doses, there 
was an apparent decrease in the mortality rate, as well as a 
reduction in the complications. As a rule, all the symptoms 
improved, and there was a marked reduction in the length of 
time until the temperature reached normal. Serious untoward 
reactions following the use of human convalescent serum, given 
either intramuscularly or intravenously, were not observed. 


Archives of Ophthalmology, Chicago 
18: 347-500 (Sept.) 1937 


Essential Progressive Atrophy of the Iris: Report of Case. H. S. 
McKeown, New York.—p. 347. 

Prevention and Treatment of Keratitis Neuroparalytica by Closure of 
Lacrimal Canaliculi: Report of Case. J. A. MacMillan and W. Cone, 
Montreal.—p. 352. 

Orbital Cyst Without Epithelial Lining: Report of Two Cases of Blood 
Cyst. J. M. Wheeler, New York.—p. 356. 

Late Results of Extraction of Cataract. E. Jackson, Denver.—p. 363. 

*Rare Complication Following Appendectomy: Report of Case in Fifty- 
Four Year Old Man. H. G. A. Gjessing, Drammen, Norway.—p. 371. 

Bacterial Factors in Chronic Catarrhal Conjunctivitis: I. Réle of 
Toxin-Forming Staphylococci. P. Thygeson, New York.—p. 373. 

Formation of Drusen of Lamina Vitrea. B. Rones, Washington, D. C. 
—p. 388. 

Seasonal Variations in Lipid Content of Crystalline Lens. P. W. Salit, 
Iowa City.—p. 403. 

Abnormal Ocular and Pupillary Movements Following Oculomotor 
Paralysis: Report of Case. M. B. Bender, New Haven, Conn., and 
S. Alpert, New York.—p. 411. 

Some New Conceptions Regarding Egocentric Visual Localization. H. L. 
Bair, Rochester, Minn.—p. 415. 

Some Problems and Procedures in Refraction. A. DeH. Prangen, 
Rochester, Minn.—p. 432. 


Amaurosis Following Appendectomy.—Gjessing reports 
the occurrence of a case of cerebral apoplexy following an 
appendectomy in a man 54 years of age. The appendectomy 
was performed under narcosis induced with the customary 
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quantities of scopolamine hydrobromide, morphine and ether. 
During the operation the patient collapsed and became very 
cyanotic. After some moments, recovery occurred and the 
operation was continued, with the patient under the influence 
of an anesthetic administered by use of the open mask. When 
the patient awoke he was totally blind. The attending surgeon 
also noted paralysis of the right arm and leg. The patient was 
a heavy plethoric person and was restless and somewhat dis- 
oriented, so that examination was difficult. The grip of the 
right hand was weaker than that of the left. The other reflexes 
could not be examined satisfactorily. Ocular examination 
revealed complete ptosis of the left upper lid, the right being 
normal. Each eye was immobile, deviating a little toward the 
right but not drawn entirely to the canthus. Each pupil was 
round and moderately dilated and did not react to light. The 
media and fundi were normal. Total amaurosis was present. 
The patient became increasingly irrational and died during the 
second day following the operation. Permission for postmortem 
examination was not secured. 


Canadian Public Health Journal, Toronto 
28: 363-414 (Aug.) 1937 


The 1936 Epidemic of Poliomyelitis in Manitoba: Control Measures. 
F. W. Jackson, Winnipeg, Manit.—p. 363. 

Id.: Epidemiologic Features. C. R. Donovan, Winnipeg, Manit.— 
p. 368. 

Development of Sensitivity to Proteins of Corynebacterium Diphtheriae. 
A. E. Allin, D. T. Fraser and B. Hannah, Toronto.—p. 376. 

Mental Tests. A. J. Brown, Toronto.—p. 378. 

Kay and Graham’s Phosphatase Test Applied to Ontario Milk. M. 


Doreen Smith, Toronto.—p. 383. 
Smallpox Vaccination in Windsor, Ont. F. Adams, Windsor, Ont.— 
p. 388. 


ee 


*Lead in Certain Colored Chalks and the Danger to Children. 

Jephcott, Toronto.—p. 391. 

Danger to Children of Lead in Colored Chalks.— 
Jephcott analyzed the colored chalks of five manufacturers. It 
was noticed that chalks of certain colors, yellow, orange and 
green, contained in some cases relative large amounts of lead 
chromate. No lead was present in white, red, blue, brown and 
black chalk. Cleaning blackboards and brushes in school, often 
performed by children, will be accompanied by the inhalation 
of lead dust when such chalks are used. It is likely that crayons 
should be viewed with the same suspicion. When it is realized 
that not more than 0.6 Gm. of metallic lead has caused a fatal 
case of lead poisoning, it is evident that these chalks, if con- 
tinuously nibbled by children, contain sufficient lead to cause 
plumbism. 


Georgia Medical Association Journal, Atlanta 
26: 443-484 (Sept.) 1937 

Obstruction in Higher Urinary Tract. S. A. Kirkland, Atlanta.—p. 443. 

Functional Disturbances of Gastro-Intestinal Tract. W. W. Chrisman, 
Macon.—p. 449. 

*Acute Hemorrhagic Nephritis in Children. J. Yampolsky, Atlanta.— 
p. 452. 

Choice and Evaluation of Methods in Treatment of Hemorrhoids. M. C. 
Pruitt, Atlanta.—p. 458. 


Recent Developments in Socialization of Medicine. W. H. Myers, 
Savannah.—p. 462. 
Multiple Gliomas of the Brain Simulating Vascular Disease. R. B. 


Wilson, Atlanta.—p. 464. 

Treatment of the Heart in Hypertensive Disease. E. A. Bancker Jr., 

Atlanta.—p. 472. 

Acute Hemorrhagic Nephritis in Children.—Yampolsky 
treated twenty-one patients with acute hemorrhagic or glomer- 
ular nephritis in young children at the Grady Hospital in the 
Negro children’s ward. If the patients excreted urine without 
difficulty, a full diet was given. Edema was treated as follows: 
For a few days fluids were limited to from 500 to 600 cc. daily. 
Magnesium sulfate was administered in doses of one-half ounce 
(15 Gm.) every four hours until the stools became watery. 
Hypertonic liquids by mouth and enemas of hypertonic solution 
are useful. Magnesium sulfate may be given intramuscularly, 
from 1 to 2 cc. of a 25 per cent solution for each 10 pounds 
(4.5 Kg.) of body weight. Concentrated dextrose, 50 per cent 
solution, may be given intravenously. While dextrose may not 
have a diuretic effeet, it aids materially in keeping up the 
patient’s nutrition and also helps the blood volume. Dextrose 
probably aids in clearing the blood in the urine. Hypertension 


can best be improved by rest in bed, sedatives by mouth or 
intramuscularly, dextrose intravenously, and especially by the 
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administration of magnesium sulfate intramuscularly. If the 
patient has convulsions, treatment includes a tepid sponge bath 
saline enema, magnesium sulfate, spinal puncture, morphine 
intramuscularly, one-half grain (0.032 Gm.) of sodium pheno- 
barbital or sodium amytal and 8 cc. of ether in 2 ounces (60 ¢¢,) 
of olive oil by rectum. Occasionally transfusions are of some 
aid. Diuretics apparently are of no great value. Focal infec. 
tion should be removed. Of the twenty-one patients, nine were 
discharged as well and nine as improved. Three died in the 
hospital. The author concurs with Boyle and Aldrich that the 
children who have recovered clinically from acute infectioys 
hemorrhagic nephritis do not have subacute or latent nephritis, 


Iowa State Medical Society Journal, Des Moines 
27: 451-510 (Sept.) 1937 

Prevention and Treatment of Severe Disturbances in Water and Electro. 
lyte Balance. A. F. Hartmann, St. Louis.—p. 451. 

Prevention and Treatment of Whooping Cough. R. P. Noble, Cherokee. 
—p. 457. 

Diarrheas. J]. C. Parsons, Des Moines.—p. 461. 

Gallbladder Diseases: Extrahepatic Bile Tract. E. M. MacEwen, Iowa 
City.—p. 465. ‘ 

Id.: Concerning the Medical Aspect of Chronic Disease of the Gall. 
bladder. F. M. Smith, Iowa City.—p. 470. 

Id.: X-Ray Examination of the Gallbladder. C. L. Gillies, Iowa City, 
—p. 473. ° 

Id.: Surgery of the Biliary Tract: Evaluation of Poor Results Based 
on Diagnostic and Technical Errors. F. R. Peterson, Iowa City— 
p. 475. 


Erythroblastosis Fetalis. K. C. Piercy, Maxwell.—p. 480. 


Johns Hopkins Hospital Bulletin, Baltimore 
61: 151-220 (Sept.) 1937 

Extracellular Fluid: Extracellular Fluid and Its Vicissitudes. J. L. 
Gamble, Boston.—p. 151. ; 

Id.: Renal Defense of Extracellular Fluid: Control of Acid-Base 
Excretion and Factors of Water Expenditure. J. L. Gamble, Boston. 
—p. 174. 

Some Observations on Intermedin. D. Lewis, F. C. Lee and E. B. 
Astwood, Baltimore.—p. 198. 

Simple Method for Analysis of Helium. 
Fallin, Baltimore.—p. 210. 

*Quinine as an Adjuvant to Prostigmin in Diagnosis of Myasthenia 
Gravis: Preliminary Report. A. M. Harvey and M. R. Whitehill, 
Baltimore.—p. 216. 

Quinine as an Adjuvant to Prostigmin in Diagnosis of 
Myasthenia Gravis.—In the course of some observations in 
relation to the antagonistic action of quinine to prostigmin, 
Harvey and Whitehill used the drug in establishing the diag- 
nosis of myasthenia gravis in a case showing few objective 
signs. The increase in symptoms after the administration of 
quinine was promptly relieved by the injection of prostigmin, 
which had caused little noticeable change before the weakness 
was made prominent by the use of the antagonistic drug. That 
caution is necessary in giving quinine to patients with myas- 
thenia gravis is indicated by the results in a second case, if 
which alarming symptoms appeared after the administration of 
1.2 Gm. of the drug, although 90 mg. of prostigmin was given 
orally during the same period. 


F. F. Schwentker and H. K. 


Journal of Urology, Baltimore 
38: 145-250 (Aug.) 1937 
Some Phases of Renal Tuberculosis. R. M. LeComte, Washington, D. C. 
—p. 145. 

Solitary Cyst of Kidney with Adenocarcinoma in Walls of Cyst. W. J. 
Ezickson and L. B. Greene, Philadelphia.—p. 153. ge 
Spontaneous Vesicovaginal Fistula in Unilateral Renal T uberculosis. with 

Healing. A. Ravich, Brooklyn.—p. 160. 
Dermoid Cyst Ruptured into Urinary Bladder. H. E. Shih and GY. 
Char, Peiping, China.—p. 165. 
Inflammation of the Prostate Gland. R. A. Moore, New York.—?- 173. 
Xanthin Calculi: Report of Case and Review of Literature. H. 
Kretschmer, Chicago.—p. 183. , 
Instruments for Measurement and Radon Implantation of Urologic 
Lesions. T. J. Kirwin, New York.—p. 194. ‘ F 
Effect of Increased Intra-Ureteral Pressure on Renal Function 
Pilcher Jr., J. L. Bollman and F. C. Mann, Rochester, Minn.—?P- 
Causative Agents and Protective Measures in Aniline Tumor of B P 
E. E, Evans, Deepwater, N. J.—p. 212. a 
Routine Cystoscopic Examination as Control Measure in Aniline Tumor 
of Bladder. H. D. Wolfe, Deepwater, N. J.—p. 216. Del. 
Pathology of Aniline Tumor of Bladder. D. M. Gay, Wilmington, 


—p. 221. 
Treatment of Aniline Tumors of Urinary Bladder. V. D. Washbur®, 
Wilmington, Del.—p. 232. % 
Clinical Significance of Aniline Tumor of Bladder. R. S. ra" 


New York.—p. 243. 
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Kansas Medical Society Journal, Topeka 
38: 369-412 (Sept.) 1937 
Surgery of Large Bowel. C. F. Dixon, Rochester, Minn.—p. 369. 
*Food Allergy: Concerning Diagnostic Problems and Procedures. H. J. 
Rinkel, Kansas City, Mo.—p. 374: 
Pneumococcic Meningitis with Complications: Recovery with Continuous 
Spinal Drainage. N. Reider, Topeka.—p. 380. 
Use of Barbiturates in Surgery. M. A. Walker, Kansas City.—p. 382. 
Modern Conceptions of -Syphilis. J. G..Missildine and J. V. Van 
Cleve, Wichita.—p. 383. ; 
Dermatitis Medicamentosa. R. L. Sutton Jr., Kansas City, Mo.—p. 385. 


Food Allergy.—Rinkel discusses three aspects of food sen- 
sitization: the frequency of food as an etiologic agent in the 
atopic syndromes and in clinical entities not yet classified as 
allergic diseases, the means by which one makes a diagnosis 
of food as a factor in these diseases and the nature of food 
sensitization as--it- affects clinical procedures. He states that 
food is practically always a factor in pollinosis; it is the most 
common etiologic agent in perennial nasal allergy; it is almost 
a universal factor in asthma and in this instance it is a more 
common cause of symptoms in the adult than in the child. 
Food allergy is variable in incidence and degree, it being very 
limited in certain patients while in others it is multiple and 
severe. It is the multiplicity of food sensitizations that deter- 
mines chronicity; it is the degree of sensitivity that determines 
the severity of symptoms. The diagnosis of food allergy is a 
systematic study which neither assumes that allergy does not 
exist for a given food nor that food is not a factor in any 
clinical entity. It accepts as conclusive only those symptoms 
which can be reproduced at will by specific foods on purposeful 
ingestion. With this premise as a guide, the exact effect of 
every food in the diet is determined. 


Kentucky Medical Journal, Bowling Green 
35: 395-452 (Sept.) 1937 

An Evaluation of Electrical Heart Sound Records from Clinical Stand- 
point. E. F. Horine, Louisville-—p. 432. 

Bacteriologic and Serologic Studies in Epidemic of~Poliomyelitis in Ken- 
tucky, 1935. E. C. Rosenow, Rochester, Minn.; Lillian H. South 
and A. T. McCormack, Louisville.—p. 437. 

Encephalitis Lethargica Complicating Bilateral Acute Suppurative 
Mastoiditis: Case. G. F. Doyle, Winchester.—p. 446. 


Maine Medical Journal, Portland 
28: 207-228 (Sept.) 1937 
Is Medicine to Be Socialized? R. G. Leland, Chicago.—p. 207. 
Why Stammer? T. E. Emery, Gardiner.—p. 217. 


Michigan State Medical Society Journal, Lansing 
36: 613-732 (Sept.) 1937 

Further Observations on Acute Perforated Acid Ulcer of Stomach and 
Duodenum. H. K. Shawan, Detroit.—p. 629. 

Tuberculosis in High Schools: Variations in Findings. D. S. Brach- 
man, Detroit.—p. 632. 

The Use of the Laparoscope. T. N. Horan, Detroit—p. 634. 

Undulant Fever (Brucellosis). S. E. Gould, Eloise.—p. 637. 

Treatment of Atrophic Arthritis. B. M. Overholt and M. A. Mor- 
tensen, Battle Creek.—p. 640. 

Infantile Eczema. S. J. Levin, Detroit—p. 645. 


Minnesota Medicine, St. Paul 
20: 559-626 (Sept.) 1937 

The Doctor Looks at Social Security. M. Lick, Erie, Pa.—p. 559. 

Surgical Diseases of Pancreas, with Especial Reference to Cysts, Acute 
Pancreatic Necrosis and Hyperinsulinism. O. H. Wangensteen, Min- 
neapolis.—p. 566. 

Acute Suppurative Otitis Media and Mastoiditis. C. L. Oppegaard, 
Crookston.—p. 576. 

Immunization Against the Common Diseases of Childhood. W. B. 
Richards, St. Cloud.—p. 579. 

Acute Appendicitis in Children Under Twelve Years. A. N. Collins, 
Duluth—p. 583. 


Piatinatitutional Care of the Insane. W. P. Gardner, Fergus Falls. 
—p. 585. 


otlgrnia Injection or Operation? R. J. Gallagher, Waseca.—p. 589. 
be ar of Bladder Tumors. P. F. Donohue, St. Paul.—p. 593. 
= Conditions in Abdomen. A. E. Sohmer, Mankato.—p. 597. 
lection Agency Racket. S. B. Houck, Minneapolis.—p. 601. 
Treatment of Bladder Tumors.—Donohue maintains that 
good results in the treatment of tumors of the bladder, more 
anything else, depend on seeing patients early in the course 
the disease. Hematuria and persistent irritation of the 
T call for immediate cystoscopic examination. The 
truction or removal of superficial tumors by appropriate 
methods is rarely difficult and is followed by good results. The 
toward recurrence of these tumors ‘should be kept in 


mind, and cystoscopic examinations should be performed peri- 
odically. Cases of multiple papillomatosis are often resistant 
to the treatment ordinarily effective in tumors of the superficial 
type and complete removal of the bladder should be considered. 
Poor results in the treatment of infiltrating tumors are unavoid- 
able when the growth is extensive. There is no excuse when 
poor results follow the use of improper methods, such as the 
attempt at destruction of any infiltrating growth by electro- 
fulguration alone, whether applied transurethrally or supra- 
pubically: Treatment of infiltrating tumors depends on the 
location of the growth and the invasion of the wall of the 
bladder. Segmental resection is advisable for tumors that are 
localized. Complete cystectomy is indicated in selected cases, 
when there is extensive invasion of the base or vesical neck. 
The ureters are disposed of by implantation into the skin or 
intestine according to conditions in the individual case. Radical 
surgery is often contraindicated. The purpose of treatment 
then is to alleviate suffering and to prolong life. Such results 
may be obtained by combining suprapubic diathermy and radium 
implantation with postoperative high voltage roentgen treatment. 


Missouri State Medical Assn. Journal, St. Louis 
34: 327-364 (Sept.) 1937 

Respiratory Allergy: Diagnosis and Treatment. H. J. Rinkel, Kansas 
City.—p. 327. 

Food Allergy in Internal Medicine, with Especial Reference to 
Paroxysmal Tachycardia and Essential Hypertension. L. P. Gay, St. 
Louis.—p. 332. 

The Problems of Mental Health. G. W. Robinson Sr., Kansas City. 
—p. 339. 

Bleeding in Pregnancy. R. B. Schutz, Kansas City.—p. 341. 

Etiology of Primary Glaucoma and Its Physiologic Treatment. E. A. 
Miller and T. M. Paul, St. Joseph.—p. 345. 


New England Journal of Medicine, Boston 
217: 381-420 (Sept. 2) 1937 
The Problem of Alcoholism at the Boston City Hospital. M. Moore and 
Mildred Geneva Gray, Boston.—p. 381. 
Prevention and Control of Tuberculosis in Massachusetts. F. T. Lord, 
Boston.—p. 389. 
Diabetes Mellitus in a Cat. F. Bloom, Flushing, N? ¥Y.—p. 395. 
Address to the Graduating Class of the Worcester Memorial Hospital 
Nursing School. S. B. Woodward, Worcester.—p. 398. 


217: 421-458 (Sept. 9) 1937 

Role of Contact Examinations in Control of Tuberculosis. A. S. Pope, 
Boston.—p. 421 

First Infection Type of Tuberculosis in Adults: Five Year Study of 
Student Nurses at the Boston City Hospital. T. L. Badger and W. W. 
Spink, Boston.—p. 424. 

Results of Collapse Therapy in Pulmonary Tuberculosis. J. L. Wilson, 
West Haven, Conn.—p. 432. 

*Asymptomatic Scurvy: Its Relation to Wound Healing and Its Incidence 
in Patients with Peptic Ulcer. T. H. Ingalls and H. A. Warren, 
Boston.—p. 443. 


217: 459-502 (Sept. 16) 1937 
American Medicine: Expert Testimony Out of Court. A. M. Butler, 
Boston.—p. 459. 
pp apie in Retrospect. P. E. Truesdale, Fall River, Mass. 
teenies of Attacks of Angina Pectoris on Exertion and Effect of 

Nitroglycerin and Amyl Nitrite. J. E. F. Riseman and M. G. Brown, 

Boston.—p. 470. 

Asymptomatic Scurvy, Wound Healing and Peptic 
Ulcer.—Ingalls and Warren present twenty cases of peptic 
ulcer with studies of the vitamin C level in the blood plasma 
of these patients, point out the relation of the low values found 
to the deficient vitamin C intake and discuss the possible effects 
of asymptomatic scurvy on healing of the ulcer, on gastro- 
intestinal hemorrhage and on wound healing following surgical 
operation on such patients. Determinations of the amount of 
vitamin C in the blood plasma were made; eighteen, or 90 per 
cent, of the patients had less than the normal amount (from 
about 0.65 to 2 mg. per hundred cubic centimeters) of vitamin C 
in the blood. This ranged from zero to 0.6 mg., with an 
average of 0.19 mg. per hundred cubic centimeters. Only two 
patients showed a normal content, 1.15 mg. in each instance. 
At least one reason for the low values was an inadequate intake 
of vitamin C. Two patients have since been given massive 
doses of cevitamic acid, with a rapid rise to normal. This 
would seem to suggest that these patients are capable of absorb- 
ing vitamin C in a normal way and that alkaline: therapy will 
not prevent a normal absorption if a sufficient amount of the 
vitamin is ingested. None of these patients showed evidence of 
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clinical scurvy, and experience with the Sippy diet by a large 
number of observers has shown that the incidence of scurvy 
occurring in these individuals is slight. On the other hand, 
eight of the authors’ twenty patients had had gastro-intestinal 
hemorrhages in the past. The blood value of these patients 
ranged from 0.2 to 0.6 mg. per hundred cubic centimeters. 
However, the specimens of blood were not taken at or shortly 
aiter the time of the hemorrhage, so that the exact level at the 
time the bleeding occurred is not known. Further studies on 
this aspect of the problem are being pursued. Surgical implica- 
tions are accentuated when it is considered that such patients 
are not only often operated on many weeks after the inaugura- 
tion of a dietary regimen but are subsequently maintained on 
intravenous fluid or milk long enough to exhaust the small 
tissue reserve of the vitamin that remains. Although there is 
no indication that a lack of vitamin C is an etiologic factor in 
the genesis of duodenal ulcer, it is worth while to consider the 
role of the vitamin in the healing of the lesion when once it is 


formed. 


New Jersey Medical Society Journal, Trenton 
34: 539-590 (Sept.) 1937 
Experiences with. the ‘‘Hindenburg’”’ Patients and Review of Cutaneous 
Burns. O. R. Holters, Asbury Park.—p. 545. 
The Neuropsychiatric Clinic of the General 
Paterson.—p. 548. 
The New Jersey State Project for Cerebral Palsy. 
land.—p. 552. 
Fallacious Beliefs Regarding Blood Transfusions. N. EA 
Union City, and F. A. Glass, Weehawken.—p. 555. 
Torsion of Fallopian Tube Simulating Acute Appendicitis: Case. 
Mishell, Newark.—p. 558. 
Evidences of Early Infection in 
Newark.—p. 559. 
How the Radiologist 
Intestinal Diseases. 


Hospital. TT. Rothman, 


W. M. Phelps, Vine- 
Shulman, 
D. R. 


Tuberculosis. I. L. Applebaum, 


Can Help the General Practitioner in Gastro- 
G. E. Pfahler, Philadelphia.—p. 561. 


New York State Journal of Medicine, New York 
37: 1479-1538 (Sept. 1) 1937 

Maternal Mortality in Erie County, N. Y.. Report of Survey by Mater- 
nal Mortality Survey Committee of Erie County Medical Society. 
M. Israel, Buffalo.—p. 1479. 

Differentiation Between Receding and Progressing Cases of Petrositis. 
R. Almour, New York.—p. 1495. 

Nonpollen Inhalants in Hay Fever: Study of Their Part in Its Symp- 
tomatology. H. S. Berkoff, New York.—p. 1499. 

The Warble Fly—Dermatobia Hominis, Linnaeus: Report of Two Cases 
Imported from Costa Rica. A. S. Price, New York.—p. 1503. 

Collapse Complicating Varicose Vein Injection of Sodium Morrhuate. 
E. F, Traub and W. B. Swarts Jr., New York.—p. 1506. 

Lengthening Septum Mobile Nasi: New Plastic Procedure. 
Mootnick, New York.—p. 1509. 

Noma. V. I. Bonafede, Sonyea.—p. 1511. 


M. W. 


Ohio State Medical Journal, Columbus 
33: 949-1068 (Sept.) 1937 

New Light on Modern Physical Degeneration from Field Studies Among 
Primitive Races. W. A. Price, Cleveland.—p. 965. 

Differential Diagnosis and Therapeutic Rationale of Anemic States. 
C. A. Doan, C. V. Moore and T. F. Ross, Columbus.—p. 975. 

Some Uses and Abuses of Digitalis. W.H. Bunn, Youngstown.—p. 980. 

Importance of After Treatment of the Surgical Patient. G. H. Reams, 
Toledo.—p. 986. 

*Potential Dangers of Viosterol During Pregnancy with Observations of 
Calcification of Placentas. W. Brehm, Columbus.—p. 990. 

Parenteral Use of Liver in Cases of Edema. W. H. Stix, Cincinnati.— 
p. 995. 

Cerebrospinal Fluid Changes in Cases of Intracranial Tumor: 
O. A. Turner and I, M. Liebow, Cleveland.—p. 997. 

Gastro-Intestinal Allergy. I. M. Hinnant, Cleveland.—p. 998. 

Essential Hypertension and Its Treatment by Operations on Sympathetic 
Nervous System. W. M. Craig, Rochester, Minn.—p. 1003. 

Pleural Mesothelioma.. J. T. Vitkus, Cleveland.—p. 1007. 

Insulin Shock Treatment in Schizophrenia: Preliminary Report. N. 
Michael, Columbus.—p. 1010. 


Potential Dangers of Viosterol During Pregnancy.— 
Brehm agrees that calcium is essentially necessary in pregnancy, 
but there seems to be some factor or factors when viosterol is 
used with it which render it either more assimilable, its reten- 
tion and deposition more pronounced, or which produce an 
irregular mobilization, regardless of whether the calcium is 
given as inorganic adjuncts or by its ingestion in foods. Dur- 
ing the last ten years he has given to his obstetric patients, 
except when contraindicated, 5 drops of viosterol (0.3 cc.) three 
times a day for two weeks and then 5 grains (0.3 Gm.) of 
calcium three times a day for two weeks, alternating thus every 
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two weeks throughout the pregnancy. Soon he began to notice 
calcified areas in the placentas and a decrease in the size of 
the fontanels with fusion of the cranial sutures, which could be 
shown by the roentgenogram before delivery. This was easily 
demonstrated after delivery with a consequent lessened molding 
of the fetal head and an increase in the length of labors. Marked 
calcification was found in the kidneys of three stillborn infants 
without any other apparent etiology. The author then began 
the study of 540 obstetric cases divided equally as follows: 
(1) those receiving calcium and viosterol, (2) those receiving 
calcium alone, (3) those receiving viosterol alone, (4) those 
receiving calcium and cod liver oil, (5) those receiving cod 
liver oil alone and (6) those receiving none of the foregoing 
except as furnished by a normal diet. He found that viosterol 
causes definite calcification in the placenta, which is greatly 
increased by the ingestion of calcium. Cod liver oil seems 
preferable to viosterol. Natural vitamins when indicated seem 
preferable to synthetic ones. It is just as important in treating 
a patient not to produce by overtreatment a more serious con- 
dition than the condition originally treated. Considerable more 
research work is advisable before the promiscuous use of vios- 
terol is continued. 


Public Health Reports, Washington, D. C. 
52: 1207-1248 (Sept. 3) 1937 
Studies in Chemotherapy: VI. Chemotherapy of Choriomeningitis Virus 
Infection in Mice with Sulfonamide Compounds. S. M. Rosenthal, 
J. G. Wooley and H. Bauer.—p. 1211. 
Toxicology of Selenium: IV. Effects of Exposure to Hydrogen Selenide. 
H. C. Dudley and J. W. Miller.—p. 1217. 


52: 1249-1296 (Sept. 10) 1937 
Further Studies on Minimal Threshold of Chronic Endemic Dental 
Fluorosis. H. T. Dean and E. Elvove.—-p. 1249. 
Relationship of Rural Health Program to the Needs in the Area. J. W. 
Mountin, E. H. Pennell and Hazel O’Hara.—p. 1264. 


Rhode Island Medical Journal, Providence 
20: 139-154 (Sept.) 1937 
Rocky Mountain Spotted Fever in Rhode Island. E. A. McLaughlin and 
M. L. Grover, Providence.—p. 139. 


Affections of Colon, Their Classification and Description. C. W. 
McClure and J. Zielinski, Boston.—p. 143. 
Science, New York 
86: 249-274 (Sept. 17) 1937 
*Does the Virus of Influenza Cause Neurologic Manifestations? Josephine 


B. Neal and Harriet L. Wilcox, New York.—p. 267. 

Occurrence of Possible Mutation, Cancer to Non-Cancer in the House 

Mouse. W. S. Murray, Springville, N. Y.—p. 268. 

Changes in Human Tissue Electrolytes in Senescence. 

A. Stolman, New York.—p. 269. 

Effects of Carbohydrate Plethora in Experimental Diabetes. 

Barker and J. E. Sweet, New York.—p. 270. : 

Brain Metabolism During Hypoglycemic Treatment of Schizophrenia. 

H. E. Himwich, Albany, N. Y.; K. M. Bowman, J. Wortis, New 

York, and J. F. Fazekas.—p. 271. 

Virus of Influenza and Neurologic Manifestations.— 
During the last several months, Neal and Wilcox saw a number 
of cases in which an acute infection of the respiratory tract 
diagnosed as grip or influenza has been followed within a short 
time by the development of various neurologic conditions. 
sixteen such instances the serum of the patients has been 
obtained within one to three or four months after the infection 
in the upper part of the respiratory tract. In fourteen instances 
no protective antibodies were demonstrated in the serums ; 
for influenzal antibodies by means of the method of Francis 
Magill. In one instance the serum virus mixtures indica 
slight protection and in one instance a partial protection. 
no instance was there complete protection. It therefore seems 
reasonable to assume that the original diagnosis of influenm 
or grip had been incorrect in at least fifteen of the cases. 
Further indications that the virus of influenza is not an etiologic 
factor in cases of encephalitis or encephalomyelitis is aff 
by two facts: In a personal communication Francis has st 
that in experimental animals the virus of influenza does not 
invade the central nervous system and Snegireff, reporting es 
several New Jersey state institutions in which epidemics 
influenza have occurred, states that there has been no inn 
in which encephalitis has developed during or following © 
outbreaks of influenza. It is obvious that further work mi 
be done to.confirm or refute this opinion. 5 


H. S. Simms and 
S. B. 
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Tennessee State Medical Assn. Journal, Nashville 
30: 313-384 (Sept.) 1937 
Infection and Trauma in the Diabetic. 


Virginia Medical Monthly, Richmond 
64: 241-298 (Aug.) 1937 


*Adhesive Pericarditis—Treatment by Section of Left Phrenic Nerve. 
W. B. Martin, Norfolk.—p. 241. 

Extravasation of Urine Associated with Urethral Strictures: Presen- 
tation of New Urethrotome. W. H. Toulson and O. C. Brantigan, 
Baltimore.—p. 247. 

The Human Stomach in Health and Disease. 
mond.—p. 251. 

Acute Intestinal Obstruction. H. H. Trout, Roanoke.—p. 256. 

Spina Bifida with Myelomeningocele: Case Report on Sixteen Year Old 
Girl. R. A. Nichols Jr., Richmond.-——p. 264. 

Serum Treatment of Pneumonia. J. Natt, Roanoke.—p. 267. 

Scope of Psychiatry in Handling of Social Problems. D. C. Wilson, 
Charlottesville—p. 270. 

Rat Bite Fever: Report of Two Cases. 

Causes, Diagnosis and Treatment of Uterine Bleeding. 
close, Lynchburg.—p. 275. 

Liver Cyst. J. A. Gannon, Washington, D. C.—p. 279. 

Group Practice—as Discussed in “American Medicine.” 
Richmond.—p. 280. 


F. L. Apperly, Rich- 


H. Walker, Richmond.—p. 272. 
E. S. Grose- 


W. B. Porter, 


Adhesive Pericarditis—Martin submitted three patients to 
section of the left phrenic nerve for adhesive pericarditis. He 
believes that too little weight has been given to the damaging 
effect on the heart of diaphragmatic adhesions. Since the 
contractions of the heart and the diaphragm are rarely syn- 
chronous, there usually exists an opposite pull at the time of 
each contraction of the heart. This would certainly place a 
greater strain on the cardiac muscle than a pull against a rigid 
structure. There has also been a tendency to a rather rigid 
dassification of adhesive pericarditis. There is no doubt a 
wide variation in the number, density and point of attachment 
of adhesions. Clinically, the important consideration is the 
treatment of those cases in which the heart is definitely over- 
loaded. The characteristic picture described by Pick is not 
dificult to recognize and it is this condition that demands relief. 
These patients are suffering from chronic decompensation with 
massive enlargement of the liver, ascites, moderate, dependent 
edema and a tendency to the accumulation of pleural transudate, 
especially on the right side. Adhesive pericarditis may or may 
not be associated with hypertension, rheumatic heart disease, 
myocardial degeneration or coronary disease. Considering only 
those cases with enlarged hearts, it would seem probable that 
the diaphragmatic pull plays a more important part in produc- 
ing decompensation than mediastinal adhesions or adhesions to 
the anterior wall of the chest. The great strain placed on the 
cardiac muscle by the counterpull of the diaphragm has not 
been emphasized. When the pericardium is thickened or when 
it is greatly distended, thereby losing a certain amount of 
dasticity, there would be a tendency to compression of the 
heart with each downward pull of the diaphragm. This con- 
striction would interfere with the normal inflow of the blood 
Just as in the constricting type of pericarditis. There are cer- 
lain cases of massive hypertrophy that are indistinguishable 
dinically from adhesive pericarditis. If this reasoning is correct, 
ection of the left phrenic nerve should give a certain measure 
of relief in cases of this type. Since phrenicotomy presents no 
particular technical difficulties, it would seem to be the opera- 
tion of choice in selected cases of adhesive pericarditis. In 
certain cases no further operative procedure may be necessary. 
If however, cardiolysis also is indicated, the preliminary 
phtenicotomy would not in any way interfere with its sub- 
sequent performance. 


Wisconsin Medical Journal, Madison 
36: 697-796 (Sept.) 1937 


“sion of Bronchus and Its Treatment. N. A. Womack, St. Louis.— 


Cardiospasm : Roentgenography Visualization of the Treatment with 
T tic Bag. L. E. Fazen and T. J. Pfeffer, Racine.—p. 718. 
uberculoma of Myocardium: Report of Case. A. L. Banyai and 


A J Van Hecke, Wauwatosa.—p. 721. 
mbolism: Case Report of Cerebral Involvement. J. C. McCarter, 
son.—p. 724, 

suring Tendency to Hemorrhage in Cases of Obstructive Jaundice, 

ee api Reference to Photo-Electric Method. M. W. Comfort 
sare K. Nygaard, Rochester, Minn.—p. 727. 

Mec Diverticulum in Sac of Ventral Incisional Hernia: 


Report of 
J. L. Keeley, Madison.—p. 733. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Experimental Pathology, London 
18: 265-344 (Aug.) 1937 

Influence of Glycerol on Skin Necrosis Produced by 
Toxin. Margaret Llewellyn Smith.—p. 265. 

Centrifugation Studies: IV. Megatherium Bacteriophage and Viruses 
of Equine Encephalomyelitis and Louping Ill. F. F. Tang, W. J. 
Elford afid*I: A. Galloway.—p. 269. 

Relationships Between Liquid Crystalline Preparations of Cucumber 
Viruses 3 and 4 and Strains of Tobacco Mosaic Virus. F. C. Bawden 
and N. W. Pirie.—p. 275. 

Nutrition of Staphylococcus Aureus: 
and G. M. Richardson.—p. 292. 

Further Investigations on Chemistry, Toxicity and Other Biologic Prop- 
erties of Different Fractions of Dysentery Bacteria. L. Olitzki, J. 
Leibowitz and M. Berman.—p. 305. 

Hypothermic Factor of Bacillus Dysenteriae Shiga. 


Staphylococcus 


Sulfur Requirements. P. Fildes 


L. Olitzki and 


S. Avinery.—p. 316. 
Nutrition of Staphylococcus Aureus; Nitrogen Requirements. G. P. 
Gladstone.—p. 322. 


*Pathogenicity to Animals of Viruses Isolated from Cases of Human 
Influenza. J. Mcintosh and F. R. Selbie.—p. 334. 


Pathogenicity to Animals of Viruses of Human Infiu- 
enza.—MclIntosh and Selbie performed experiments from which 
it is evident that viruses capable of causing infection in labora- 
tory animals can be obtained from filtered extracts from the 
lungs of cases of human influenza. It also appears that these 
viruses are partially neutralized by convalescent influenzal 
serums, and some degree of protection was afforded by an 
immune serum (1H2) prepared against the influenzal virus of 
Smith, Andrewes and Laidlaw. Much more work has to be 
done on the relationship of these various viruses before their 
correct relationship is known. The evolution of a typical dis- 
ease seems much slower with the authors’ strains than with 
those of Smith, Andrewes and Laidlaw. In the ferret there is 
the usual initial rise of temperature in the first few days after 
the inoculation, but the secondary rise is delayed till the tenth 
to the fourteenth day or even longer. It is at this period that 
the characteristic changes of the lungs are most definite. But 
as Smith and his colleagues have made a point of carrying on 
the passages at short intervals, their virus may have adapted 
itself to such a procedure. In their case a local and superficial 
proliferation of the virus occurs, while the authors, on the other 
hand, have allowed time for a more general invasion of the 
tissues, and particularly those of the lungs. 


British Medical Journal, London 
2: 359-402 (Aug. 21) 1937 
Modern Treatment and Results of Treatment of Fractures of Neck of 

Femur. E. W. H. Groves.—p. 359. 

Operative Treatment and Results in Fracture of Neck of Femur. S. 

Johansson.—p. 361. 

Physical Disorder in 164 Consecutive Admissions to Mental Hospital: 

Incidence and Significance. R. J. Phillips.—p. 363. 

Rupture of Pregnant Uterus from Indirect Injury. 

p. 367. 

*Epidemic of Paratyphoid B Fever in Liverpool and District. W. M. 

Frazer, B. T. J. Glover and V. Glass.—p. 369. 

Regional Distribution of Cancer in the Oxford Area. 

and H. G. Leyton.—p. 378. 

Epidemic of Paratyphoid B Fever in Liverpool.— 
Frazer and his associates discuss an outbreak of paratyphoid 
B fever that occurred in Liverpool and Bootle at the end of 
1936 and beginning of 1937, with 123 cases and eleven deaths. 
An additional nine cases in rural districts were also considered 
to be connected with this outbreak. The circumstances of the 
rise and decline of the epidemic were compatible with the belief 
that it was due to the infection of loaves of bread by a carrier 
of Bacterium paratyphosum B who handled the bread consumed 
by 62 per cent of the patients. The isolation of the causal 
organism from the stodls of patients proved to be a great aid 
to diagnosis so early in the illness as the first week. Positive 
stools were presented by 50 per cent of the patients in the 
seventh week of illness, and 20 per cent were still excreting 
the organism in the ninth week. Ninety-five strains of Bac- 
terium paratyphosum B isolated from forty-eight patients fell 
within Kristensen and Bojlén’s group Rsl:. The survival of 
Bacterium paratyphosum B on bread crusts was established. 
With few exeeptions, patients made uneventful recoveries. In 


Grace Stapleton.— 


G. B. Leyton 
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children the onset was abrupt with abdominal symptoms simulat- 
ing an acute condition of the abdomen. Three patients, adult 
women, persisted as carriers for five months or more. 


Journal of Mental Science, London 
83: 247-346 (May) 1937 
Inquiry into Incidence of ‘Neuropathic’ Conditions in Relatives of Nor- 
mal Persons: Report by the Mental Deficiency Committee of the 

Royal Medico-Psychological Association.—p. 247. 
*Diffuse White Matter Gliosis in Mental Defectives. 

Cook.—p. 258. 

Aspects of Temperament in Adolescent Male Offenders. 

—p. 268. 

Pot Bacillary Dysentery. 
Hypnosis in Mental Hospital 

Kitching.—p. 316. 

Diffuse White Matter Gliosis in Mental Defectives.— 
Meyer and Cook studied histologically seven low grade defective 
subjects showing gross neurologic lesions, six microcephalic 
persons with spastic diplegia and severe mental defect, two 
able-bodied microcephalic patients without gross neurologic 
signs, one simple able-bodied idiot and six mongols. The gliosis 
of the white matter was observed in cases in which there was 
a demyelinized condition of the globus pallidus, marbleized con- 
dition of the striate body, and in related progressive conditions, 
commencing at birth or in infancy. In all the cases the gliosis 
showed no difference from that seen in conditions of adult life, 
and there were none of the developmental errors of the immature 
or blastomatous characteristic of the glia cells, such as are to 
be seen in tuberous sclerosis, von Recklinghausen’s disease, and 
the like. In the microgyric brains, the appearance of the white 
matter gliosis in regions in which cortical disturbances were 
negligible, e. g., in the cerebellum, suggests that the gliosis was 
not secondary to the malformation of the cortex. More often 
than is realized developmental arrest is only the indicator of the 
time of the damage and not the expression of an intrinsic, 
abiotrophic or faulty tendency of the tissue. In many of the 
cases there is some evidence suggesting that a vascular factor 
or some other type of defective tissue oxygenation might be 
the immediate cause of the pathogenic change. In one of the 
mongols the Sommer sector of the horn of Ammon showed a 
well marked sclerosis, and, in addition, there were in the mon- 
gols and other cases perivascular changes as well as diffuse 
lesions. Defective tissue oxygenation is often merely a final 
common pathway of etiologically different disease processes. 
The observations in these cases give a forcible warning against 
indiscriminate use of such brains for comparative purposes; 
e. g., measurements of the cortex, which are liable to grave 
errof unless a systematic investigation of the whole brain is 
made. This restraint should not obscure the fact that the 
extremely high incidence of lesions within the white matter 
adds a new feature to the pathology of mental deficiency. Any 
research into the pathogenesis of mental deficiency requires 
impartial examination of all parts of the brain. 


A. Meyer and L. C. 
H. T. P. Young. 


J. J. B. Martin.—p. 289. 
Practice. C. L. Copeland and E. H. 


Lancet, London 
2: 175-238 (July 24) 1937 
Some Thoughts on Medical Education. R. J. Johnstone.—p. 175. 
*Vitamin C and Infection: Excretion of Vitamin C in Osteomyelitis. 

M. A. Abbasy, L. J. Harris and N. G. Hill.—p. 177. 

Id.: Excretion of Vitamin C in Pulmonary Tuberculosis and in Rheu- 
matoid Arthritis. M. A. Abbasy, L. J. Harris and P. Ellman.— 

p. 181. 

*Id.: Influence of Infection on Vitamin C Content of Tissues of Ani- 

mals. L. J. Harris, R. Passmore and W. Pagel.—p. 183. 

Earlier Diagnosis of Pulmonary Tuberculosis with Reference to Symp- 

toms. J. Maxwell.-—p. 186. 

Medullary Necrosis of Kidneys. H. L. Sheehan.—p. 187. 

Excretion of Vitamin C in Osteomyelitis.—Abbasy and 
his collaborators have shown that in 193 patients suffering from 
juvenile rheumatism, eighty-eight cases of surgical tuberculosis 
and cases of colds and influenza a marked deficit was present 
in the amount of vitamin C excreted in their urine as compared 
with sixty-four control subjects receiving the same dietary intake 
of the vitamin. The infected subjects likewise gave a consis- 
tently diminished response to test doses of the vitamin. In 
seventeen active cases of osteomyelitis, seventeen half-healed 
cases, sixteen healed cases and ten controls the range of values 
for the excretions of vitamin C by the active cases was only 
about one half of that of the control cases—viz., from 9 to 
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15 mg. daily as compared with from 20 to 40 mg. daily, 
Whereas the control cases were all well above the minimal 
standard level of excretion (average 26 mg. daily), 76 per 
cent of the active cases were below the standard (average 
11.6 mg. daily). Healed cases were normal in their range of 
excretions and half-healed cases were intermediate. The cop. 
trol and the healed cases reacted well on the first day to test 
doses of 700 mg. per 140 pounds (63.5 Kg.), while the actiye 
cases did not react until the second or third day. The degree 
of subnormality in the vitamin C titer goes roughly parallel 
with the severity of the infection, and, correspondingly, the 
better healed cases show a more adequate output of vitamin C 
than those in the earlier stages of healing. Osteomyelitis, like 
the other infective conditions examined, causes a marked diminy- 
tion in the vitamin C reserves or degree of saturation. The 
patient when healed returns to normal in his usage of vitamin C, 
and there is no evidence of a condition of latent infection as 
seen in acute rheumatism. 

Influence of Infection on Vitamin C Content of 
Tissues.—Harris and his associates studied the effect on the 
excretion of vitamin C in guinea-pigs infected with Bacterium 
aertrycke, Pasteurella pseudotuberculosis, diphtheria toxin and 
Mycobacterium tuberculosis. Estimations were made of the 
amount of vitamin C in the adrenals and liver. The titrations 
of the organs for vitamin C were carried out by the micro- 
chemical method of Birch, Harris and Ray. A considerable 
diminution was observed in the amount of vitamin C present 
in the adrenals as compared with controls which had received 
the same dietary intake of vitamin C. The vitamin C in the 
liver was not significantly affected. In the more chronic tuber- 
culous infection in guinea-pigs there was a diminution in the 
amount of vitamin C in the adrenals and also some fall in the 
concentration of the vitamin in the liver. 


Medical Journal of Australia, Sydney 

2: 197-242 (Aug. 7) 1937 

H. Sutton.—p. 197. 

V. McDowall.—p. 210. 

E. H. Molesworth.—p. 218. 

Review of Seventy 


Epidemiologic Study. 
Skin Cancer and Its Treatment. 
Carcinoma of the Skin and Lip. 
Interstitial Radium Treatment in Carcinoma of Lip: 


One Cases. C. de Monchaux.—p. 221. 
2: 243-280 (Aug. 14) 1937 
Gastroscopy. J. Horan.—p. 243. 


Diluent for Diphtheritic Toxin for Schick’s Test. CC. W. Adey and 


R. W. Patterson.—p. 248. 
*Diphtheria Immunization: New Diluted Schick Fluid. 

—p. 251. 
dais Aspects of Pediatric Endocrinology. L. Dods.—p. 255. 
Acquired Diverticula of Large Bowel. J. A. Kennedy.—p. 260. 

New Diluted Schick Fluid in Diphtheria Immunization. 
—Merrillees has used a new diluted (8.4 Gm. of boric acid, 
15.9 Gm. of sodium chloride, 5.7 Gm. of borax, 5 Gm. of purified 
gelatin and 2 liters of distilled water) diphtheritic toxin in the 
Schick test of 5,000 children. The test is done in the usual 
way by injecting an intradermal dose of 0.2 cc. into the fore- 
arm. The result is read on the fifth or sixth day and has a 
characteristic appearance. There are three stages of reaction: 
the immediate reaction, the second day reaction and the fifth 
day reaction. To avoid ambiguity the day of injection is the 
first day. The immediate reaction appears suddenly within a 
few minutes and fades just as quickly. It varies in size 
intensity and appears to have no relation to any specific reac- 
tions. Read on the fifth day, a normal Schick reaction with 
new product is seen as a striking patch of redness on a 
skin. There is practically no infiltration, there is no a 
paleness and there is no tenderness or pain. The color 1s best 
described as that of a moderate sunburn. Although the color 
varies in intensity, the diameter is always about 2 cm. 
reading the test, good diffused white light is mnecessaty @ 
stretching of the skin must be avoided. A normal positive 
reaction cannot be confused with a Moloney reaction. A large 
proportion of pseudoreactions are observed. They are of two 
types, according to whether they resemble the Moloney of 
Schick reaction. The former is merely a mild Moloney 1 
tion and is found only in those who react to the Moloney test. 
The other is discovered by a control of heated Schick ™ 
It is of little practical importance, as it fades before the fifth 
day, when the true Schick reaction is easily read. 


C. R. Merrillees. 
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Archives Internat. de Méd. Expérimentale, Liége 
12: 371-505 (Sept.) 1937 


*Studies on Effects of Colchicine on Coagulation of Blood. R. Loicq. 


—p. 371. 


Contribution to Studies on WHeterogenic Antigens. G. Bruynoghe. 


Seigh Blood Sugar in Women During Intermenstrual and Men- 

strual Period. T. S. Auerbach.—p. 419. 

Experimental Studies on Anemias Provoked by Protein Shock in Rabbits. 

M. Millet.—p. 437. 

Effect of Colchicine on Coagulation of Blood.—Loicq 
shows that colchicine in a dose of 3 mg. per kilogram pro- 
duces in rabbits a reduction in the number of leukocytes which 
is secondarily followed by an increase, occasionally as consid- 
erable as a leukocytosis, which attains its maximum from eight 
to twelve hours after the administration of the substance. In 
the course of the phase of colchicinic hypoleukocytosis there 
is always a more or less pronounced acceleration of the time 
of recalcification of recalcified oxalated plasma. On the other 
hand, in the course of the hyperleukocytic period there is a 
retardation of the time of coagulation of the recalcified oxalated 
plasma. The appearance of the serozyme (first phase of the 
coagulation) takes place within the normal delay of the pri- 
mary period of hypoleukocytosis determined by the colchicine 
and is retarded during the period of hyperleukocytosis. The 
cytozyme-serozyme reaction, which gives rise to thrombin 
(second phase), is hardly modified in the course of hypoleuko- 
cytosis, while it is considerably retarded and at times even 
totally prevented in the animals with postcolchicinic hyper- 
leukocytosis. The action of thrombin on the fibrinogen (third 
phase) is produced with the same rapidity before and after 
the administration of colchicine whether the animal is in 
the period of hypoleukocytosis or of hyperleukocytosis. The 
transformation of fibrinogen into fibrin under the influence of 
thrombin is accomplished normally after the administration of 
colchicine, whatever may be the number of leukocytes of the 
circulating blood. The retardation observed in the coagula- 
tion of the blood after the administration of colchicine depends 
purely on an augmentation of the antithrombins acting on the 
first and second phases of the coagulation of the blood. The 
number of blood platelets diminishes in the course of the hypo- 
leukocytosis but rises again afterward and during the phase 
of postcolchicinic hyperleukocytosis gives values that are lower 
than or greatly exceed the normal ones. Sodium nucleinate 
produces a marked hyperleukocytosis, which is always accom- 
panied by a considerable retardation of the formation of the 
coagulum at the time of the recalcification of the oxalated 
plasma taken fourteen hours after the administration of this 
product in a dose of 250 mg, per kilogram of body weight. 


Blood Sugar During Intermenstrual and Menstrual 
Period.—The observation that in some women a craving for 
sweets increases shortly before or during menstruation induced 
Auerbach to investigate whether this subjective manifestation 
has objective causes, the more so since this craving for sweets 
during the menstrual period was observed also in women who 
ordinarily were not particularly fond of sweets. Blood sugar 
tests were made on forty-nine women during the intermenstrual 
and during the menstrual period and control tests were made 
on six men. First the blood sugar was determined while the 
Persons were still fasting. Then 50 Gm. of dextrose was given 
in 200 cc. of tea and blood sugar tests were made after thirty, 
forty-five, sixty, ninety, 120, 150 and 180 minutes. It was 
observed that in the women the blood sugar curve varies during 
the different phases of the menstrual cycle and that there are 
two types of curves. In one group of women the blood sugar 
Is lower during the menstrual than during the intermenstrual 
Period; in a second group it is higher during the menstrual 
Period. The curves observed in men differ on the average 
from those of women. Discussing the results of these tests, 
the author points out that the women who had the first type 
of blood sugar curve (lower during menstruation) had a greater 
amount of fatty than of muscular tissue, whereas in the second 
group the amount of muscular tissue was comparatively greater. 
1 view of the fact that the adrenals influence the development 
of the musculature as well as the carbohydrate metabolism, it 
S Suggested that the adrenal cortex plays a part, in that the 
Steater fluctuation in the blood sugar and the greater craving 
— is the result of a relative weakness of the adrenal 


. Presse Médicale, Paris 
45: 1307-1322 (Sept. 15) 1937 
When and How to Employ Vaccination with BCG. J. Paraf and 

Boissonet.—p. 1307. 

*Clinical Form of Arterial Hypertension: Pseudotumoral Hypertension. 

J. Dereux.—p. 1309. 

Pseudotumoral Hypertension.—Dereux points out that 
certain patients with arterial hypertension present themselves 
for examination with a syndrome of intracranial hypertension. 
These ,patients have ordinary or malignant hypertension, but 
what dominates in them is the intracranial hypertension. This 
hypertension governs the clinical aspects, and everything else 
is incidental. This particular development of arterial hyper- 
tension makes of this clinical form a distinct entity for which 
the author suggests the term “pseudotumoral arterial hyper- 
tension.” After showing why this form of hypertension pre- 
sents a special entity, the author discusses the symptomatology, 
the pathogenesis and the etiology. He reaches the conclusion 
that, whatever may be the pathogenic mechanism or whatever 
may be the etiology, this form requires a special treatment; 
namely, one which combats the intracranial hypertension. 
When the syndrome of intracranial hypertension has been 
recognized in a patient with arterial hypertension and when 
the examination of the fundus of the eyes has revealed a papil- 
lary stasis, it is necessary to combat the hypertension of the 
cerebrospinal fluid. During the first period the author recom- 
mends lumbar punctures and injections of hypertonic solutions 
and during the second period decompressive trepanation. 


Revue de la Tuberculose, Paris 
3: 753-880 (July) 1937 
Hemoptyses, Blood Dyscrasias and Transfusion. M. Fourestier, M. 

Racine and J. Paillas—p. 754. 

*New Method of Reading Sedimentation of Erythrocytes: Hourly Curve 

of Sedimentation. C. Carez and J. H. Wynants.—p. 774. 

Who Were the Precursors of Forlannini in Artificial Pneumothorax? 

O. M. Mistal.—p. 802. 

New Reading of Sedimentation of Erythrocytes.—Carez 
and Wynants describe experimental and clinical studies on the 
sedimentation speed of the erythrocytes. In the clinical studies 
they give especial attention to tuberculous patients. They show 
that two sedimentations of the same value when measured by 
the hourly average may differ completely if their behavior is 
studied at fifteen minute intervals. Some become progressively 
accelerated, in others the rapidity remains uniform and in still 
others there is a retardation at the end of the reaction. As a 
general rule, in laboratory as well as in clinical experiences, a 
reaction of the accelerated type indicates that the sedimentation 
is more rapid in comparison to its real value; a retarded reac- 
tion shows that the hourly value of the sedimentation is inferior 
to that which it should be in reality. The type of the hourly 
curve thus corrects generally the technical or physiopathologic 
causes which modify the rapidity of the true sedimentation. 
The juxtaposition of the two modes of reading, the hourly 
curve and the hourly average, give values that are of greater 
importance from the diagnostic and prognostic point of view 
than are obtainable by Westergren’s method. 


Monatsschrift f. Geburtshilfe u. Gynakologie, Basel 
106: 1-128 (Aug.) 1937 


Investigations on Physiology of Mammary Gland. A. G. Kochs.—p. 1. 
Thyreotropic Hormone During Pregnancy. F. Bonilla and H. Kramann. 


Malignant Myoma of Fleum Simulating Ovarian Cystoma. H. Kramann. 


Fatalities "After Gynecologic Operations. P. Steiner.—p. 33. 
*Aspects of Arrhenoblastoma. V. Féderl.—p. 54. 
Cutaneous Emphysema After Cesarean Operation. H. Schlesinger.— 

—p. 66. 

Aspects of Arrhenoblastoma.—Foéderl reports the history 
of a girl who, from her fifteenth year on, developed some 
secondary male sex characters—deep voice, hairgrowth and so 
on. At the age of 17 she asked medical advice on account of 
a hard tumor below the umbilicus. Laparotomy disclosed a 
tumor on the left ovary. The adnexa of the left side were 
removed. Twenty-four days after the operation, the first men- 
struation set in. The male hairgrowth and other male charac- 
teristics disappeared. The histologic examination of the surgical 
specimen disclosed an arrhenoblastoma of type II of R. Meyer’s 
classification, which is characterized by “solid, cordlike epithelial 
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proliferations, which pass into diffuse proliferations and have a 
sarcomoid structure.” In discussing the problem as to how a 
gonadal cell group can undergo sexual change and assume male 
characteristics, the author emphasizes that an analogous gonadal 
tumor in men is unknown; that is, there is no testicular tumor 
which causes the development of female characteristics in men. 
In view of the fact that the female cells have two sex chromo- 
somes whereas the male cells have only one, it may be assumed 
that from the germ cell with female factors male cells may 
develop if, in the course of the atypical because blastomatous 
cell division, one sex chromosome will get lost; however, germ 
cells with male determination can never turn into female cells, 
because the required chromosome is not present. 


Arch, Ital. d. Mal. d. App. Diger., Bologna 
6: 295-400 (Aug.) 1937 
Pathogenesis of Plastic Linitis of Stomach. G. Oselladore.—p. 295. 
Mega-Esophagus: Cases. L. Benacchio.—p. 315. 
Action of Mechanical Stimulation on Gastric Secretion. 

G. Cozzutti.—p. 348. 

Primary Fusocellular Sarcoma of Liver. 
*Effect of Calcium on Amount and Acidity of Gastric Secretion. 

—p. 381. 

Effect of Calcium on Gastric Secretion.—Cella made 
determinations of the gastric secretion of normal persons and 
of patients suffering from increased or decreased gastric secre- 
tion. In resting persons with a fasting stomach fractional 
withdrawal of the secretion was performed before and for two 
hours after administration of an intravenous injection of 1 cc., 
2.5 cc. or 10 cc. of a 10 per cent calcium chloride solution or 
10 cc. of a 10 per cent calcium gluconate solution, respectively. 
The author concludes that, owing to its sympathicotropic effects, 
calcium modifies neither the amount nor the acidity of gastric 
secretion of normal persons. The same dose of calcium which 
stimulates the gastric sympathetic system of one person may 
paralyze that of another one according to their individual sym- 
pathetic excitability. It may also cause the opposite effects in 
the same person if the sympathetic excitability of the person 
changes. The paralyzing action of calcium on the sympathetic 
of the stomach takes place especially on administration of a 
large dose (1 Gm. of calcium chloride). However, small doses 
of calcium (from 0.1 to 0.25 Gm. of calcium chloride or 1 Gm. 
of calcium gluconate) may also paralyze the gastric sympathetic. 


G. Annoni and 


E. L. Beluffi.—p. 365. 
C. Cella. 


Clinica Medica Italiana, Milan 
68: 517-588 (Aug.) 1937 

*Exchanges of Water in Lungs of Patients Suffering from Decompensated 
Heart Disease. M. Calabresi and G. Rocchini.—p. 519. 

Action of Extracts of Artichoke and Indian Saffron on Capillary and 
Venous Chloridemia and Azotemia in Patients Suffering from Renal 
Diseases. R. Messina.—p. 535. 

Experimental Angiopathy from Epinephrine. L. Sansone.—p. 551. 

Action of Insulin Alone or Together with Substances of Similar Action 
on Blood Pressure in Normal Persons. V. Barbera.—p. 567. 

Inversion of Viscera and Functions of Heart. F. Porrazzo.—p. 581. 
Exchanges of Water in Lungs in Decompensated Heart 

Disease.—Calabresi and Rocchini determined the amount of 

water eliminated in the expired air in a group of patients having 

heart disease in decompensation and also in normal persons for 
control of the results. The patients suffered also from disorders 
of the water metabolism but the respiratory rhythm was regular. 

The determinations were made several hours after meals on 

resting patients who were trained to breathe through a Krogh 

valve. They expired through a system of flasks which contained 
sulfuric acid in which the air was dried. The amount of water 
eliminated in the expired air was determined by the difference 
of weight of the flasks containing the sulfuric acid before and 
after expiration. The authors found that the exchange of 
water in the lungs of the patients is normal. The amount of 
water eliminated in the expired air is about 85 per cent of the 
values of saturation in normal persons as well as in patients 
having heart diseases, provided the respiratory rhythm of the 
patients is normal. It depends on the humidity of the inspired 
air and the intensity-and rhythm of respiration. The authors 


conclude that the diminished extrarenal elimination of water 
that establishes itself in patients with decompensated heart 
disease depends on defective elimination of water through the 
skin at the edematous zones. 


Blood does not retain water 
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from the air. Stasis of the lung does not prevent elimination 
of water through respiration. The statement in the literature 
about extrarenal retention of water in heart diseases being due 
to modifications of the physical and colloidal properties of the 
tissues by which the latter retain water from the blood is not 
supported by the results of the authors’ studies. They also 
determined the amount of water in mixed venous and arterial 
blood of patients suffering from decompensated heart diseases, 
The existence of stasis of the lung and the lack of absorption 
of water by the blood in the lung were verified. 


Rivista di Patologia e Clin. d. Tubercolosi, Bologna 
11: 553-632 (Aug. 31) 1937 

*Modifications Induced in Tubercle Bacilli from Short Waves. 
nitii—p. 553. 

Manometry in Pneumothorax. N. Triolo.—p. 571. 

Clinical Study of Modifications of Pulmonary Tonus in Parapneumo 
thoracic Pleuritis: Mechanism of Beneficial Action of Pleuritis, M, 
Mazzetti.—p. 583. 

Pleurocorticalitis from Reactivation of Primary Tuberculosis: 
M. Accorimboni.—p. 595. 

Beneficial Effects of Some Pulmonary Perforations. G. Giusti.—p, 602, 
Modification of Tubercle Bacilli by Short Waves,— 

Menniti subjected cultures of living virulent tubercle bacillj 
to irradiation with short waves (8 meters long) for two, four, 
six and eight hours. From the different cultures transplants 
were made on Petragnani’s medium. Irradiated cultures, espe- 
cially those which were irradiated for six or eight hours, 
developed exuberantly in comparison with nonirradiated cul- 
tures of the same type of bacilli. One group of guinea-pigs 
and a group of controls were given intraperitoneal and sub- 
cutaneous injections of 1 cc. of a 1: 10,000 or a 1: 2,000 suspen- 
sion of irradiated and nonirradiated tubercle bacilli, respectively. 
The controls were killed ninety-four days after inoculation and 
showed common experimental tuberculosis. The animals which 
were inoculated with irradiated cultures, both those which 
spontaneously died and those which were killed ninety-two or 
ninety-five days after inoculation, showed at necropsy intense 
tuberculosis, which was proportional to the duration of the 
irradiation of the cultures. Four groups of guinea-pigs and a 
group of controls were hypodermically inoculated with suspen- 
sions prepared from irradiated and nonirradiated cultures of 
tubercle bacilli. The animals were given a total number of ten 
injections of 1 cc. each of a 1: 1,000,000 tubercle bacillus sus- 
pension at intervals of five days. Suspensions prepared from 
irradiated cultures were given to the animals in four groups, 
whereas those in the control groups were given the suspensions 
of nonirradiated cultures of the same type of tubercle bacilli. 
The animals in each group were left at rest for twenty days and 
then subcutaneously inoculated with 0.25 mg. of living tubercle 
bacilli. The animals which were inoculated with suspensions 
from irradiated cultures had an infiltration reaction at the 
point of inoculation which did not develop in those treated by 
a suspension from nonirradiated cultures. They lost more 
weight, died sooner and developed more intense and extensive 
tuberculosis than the controls. At necropsy it was found that 
frequently there were intraperitoneal and intrapleural effusioa, 
great hypertrophy of the liver and the spleen, complete involve- 
ment of the lung by tuberculosis, processes of caseation at 
the internal aspect of the peritoneum and the presence of abut- 
dant subcutaneous gelatinous exudates. The author concludes 
that irradiations of short waves have neither an abiotic nor 
an immunizing action on tubércle bacilli. They have a stim 
lative action which is proportional to the duration of irradiation 
of the cultures used in inoculating the animals. 


I. Men: 


Cases, 


Miinchener medizinische Wochenschrift, Munich 
84: 1401-1440 (Sept. 3) 1937. Partial Index ; 
Otic Manifestations During First Dentition. L. Hofmann.—p. 1407. 


Ossification of Achilles Tendon. H. Hufnagl.—p. 1410. ae 
Ketone Body Exchange in Diabetic Patients Without Acetonuria 


Brentano.—p. 1411. 

*Epidemic Encephalitis in Patients Who Previously Have had Poli 

myelitis. W. Klimke.—p. 1413. 

Epidemic Encephalitis and Poliomyelitis.—Klimke 54° 
that the development of epidemic encephalitis in patients W® 
fifteen or twenty years before have had acute anterior P™ 
myelitis from which paresis and atrophies still remained raised 
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the question whether a person who has passed through acute The aim was to use as small a dosage as possible. The first 


anterior poliomyelitis is more likely to develop epidemic encepha- 
jitis in later life than a person who has not had poliomyelitis. 
Investigations have shown that from the anatomic point of 
yiew relations exist between epidemic encephalitis and acute 
anterior poliomyelitis in that they represent nonsuppurating 
encephalitides or encephalomyelitides, and since the gray sub- 
stance is most severely involved they should be referred to as 
polioencephalitides and polioencephalomyelitides. However, the 
author shows that from the etiologic, epidemiologic and clinical 
point of view poliomyelitis and epidemic encephalitis present 
distinct disease entities, in spite of the similarities in the ana- 
tomic aspects. The question of the relationship between polio- 
myelitis and encephalitis was first raised by Neustaedter, Hala 
and others, who observed positive complement reactions between 
the cerebrospinal fluid of encephalitis and the virus of polio- 
myelitis as antigen and who successfully treated encephalitis 
with antipoliomyelitic horse serum. From these observations 
they concluded that poliomyelitis and encephalitis are caused 
by varieties of the same etiologic agent. The author, however, 
states that the effectiveness of serotherapy cannot be regarded 
as a proof of relationship, since in poliomyelitis as well as in 
encephalitis therapeutic results can be produced also with non- 
specific serums. Moreover, an antipoliomyelitic horse serum 
is nonspecific, because poliomyelitis cannot be transmitted to 
horses and consequently no specific serum can be obtained from 
horses. The author reaches the conclusion that a person who 
has had poliomyelitis is not more susceptible to encephalitis 
than are other persons and that the two diseases are distinct 
entities. 


Strahlentherapie, Berlin 


59: 563-720 (Aug. 18) 1937. Partial Index 


Present Status of Determination and Measurement of Dose. 
thusen.—p. 563. 
Radio Therapeutic Experiences in Malignant Tumors of Upper Air and 


H. Hol- 


Food Passages with Regional Metastases of Lymph Nodes. A. Pagani. 
—p. 575. 
*Treatment of Hemangiomas by Means of Radioactive Substances. R. 


Miller.—p. 602. 

Action of Roentgen Rays on Erythropoiesis: Influence of Therapeutic 
Roentgen Irradiations on Erythropoiesis. K. Mardersteig.—p. 609. 
Biologic General Action of Roentgen Rays from Point of View of Shock 
Action Produced by Histamine or Similarly Acting Substances: 
Prophylaxis of Roentgen Intoxication by Means of Histamine. E. 

Forfota.—p. 643. 

‘Changes in Blood Vessels of Tissues Irradiated with Roentgen Rays. 

F, Windholz.—p. 662. 

Radioactive Substances in Treatment of Hemangiomas. 
—Miller reports observations on thirty-nine cases of heman- 
gioma in which irradiation was used. Twenty-eight of the 
patients were less than 1 year old. The most frequent localiza- 
tion of the hemangioma was the region of the eyelids, the root 
of the nose and the lips. In other cases the hemangioma was 
om the forehead, cheek, head, neck, shoulder, chest or foot. 
Functional disturbances existed in the cases in which the heman- 
glioma was on the eyelids (impairment of vision) and on the 
lips (difficulties during intake of food). The irradiation always 
tablished normal function. In all cases except those of naevus 
fammeus the coloration could be changed so that either the 
tormal skin color was approached or a whitish scar resulted. 
Pure hemangiomas have a great sensitivity to rays and can be 
made to disappear with doses that exclude the possibility of 
impairment of the child. In angiofibromas the ray sensitivity 
“creases in proportion to the amount of fibrous tissue. It is 
madvisable to precede the irradiation by other treatments 
(diathermic ignipuncture, coagulation or carbon dioxide snow) 
Which are likely to cause fibrous transformation in the tissue. 
Ih all but two of the cases the cosmetic results of the irradia- 
tion were Satisfactory. The author generally employed radium 
contact or distance irradiation, depending on the extension of 

hemangiomas. Moulages produce a uniform effect and 
‘mooth scars in case of extensive superficial hemangiomas. In 
afew cases, larding with thorium X or with radon capillaries 
to be added. The latter methods are avoided as much as 
a Particularly if the hemangioma has a smooth surface. 
Jarding was never repeated. The contact irradiation was 
by means of tubes containing 10 mg. of radium element. 
Completion of .the treatment generally required a year. 


irradiation might effect only arrest of the process or a slight 
paling. After from six to eight weeks the treatment was 
repeated and the third and fourth irradiations, which usually 
effected the desired results, were given after intervals of several 
months. 


Changes in Blood Vessels Following Roentgen Irradia- 
tion.—Windholz says that the fact that the terms productive 
endarteritis or panarteritis have been applied to the vascular 
changes resulting from roentgen irradiation implies that they 
are localized exclusively or chiefly in the arteries. To learn 
more about the condition of the veins, he made microscopic 
studies on the tissues surrounding an x-ray ulcer on the abdomen 
of a man who had died as the result of gastric carcinoma with 
hepatic metastases. It was found that in the superficial layers 
near the ulcer the capillary vessels, the precapillaries, the small 
arterioles and the venous blood vessels showed the same changes, 
whereas in the deeper layers (from 1.5 to 2 cm. from the sur- 
face) the venous blood vessels showed more frequent and severe 
changes than did the arterial vessels. There were small arteries 
without microscopically demonstrable changes, but. the accom- 
panying veins were completely or partly obliterated and the 
venous walls were greatly changed. In the still deeper (sub- 
serous) tissues (3.5 cm. from the surface) the arteries were 
entirely free from changes, whereas the walls of the accompany- 
ing veins showed in some parts a honeycombed structure. Since 
the studies in this case the author has investigated the behavior 
of the arterial and venous vessels in numerous irradiated tissues 
and in many, although not all of them, he has found extensive 
processes of obliteration in the veins, when the arteries were 
entirely free from changes ascribable to irradiation. Further 
studies are necessary to demonstrate what role the greater ray 
sensitivity of the veins has in the complex of the general reac- 
tion of the tissues to irradiation. 


Zeitschrift fiir Kinderheilkunde, Berlin 
59: 1-128 (Aug. 2) 1937. Partial Index 


*Roentgenologic Demonstrable Changes in Scapula of Rachitic Children. 
H. Kilian.—p. 1. 

Therapy of Diabetic Coma in Children. H. Hungerland.—p. 13. 

Indications for Treatment of Rickets with Single Large Dose of 
Vitamin De. H. Braulke.—p. 18. : 

Combination of Muscular and Inflammatory “Juxtapleural Marginal 
Shadow.” C. Bennholdt-Thomsen and H. H. Kalbfleisch.—p. 45. 

Unsaturated Fatty Acids in Serum Fats of Nurslings with Eczema. 
L. Schornstein.—p. 52. 

Erythroblastosis of the New-Born as Familial Disease. 
—p. 73. 

*Dysostosis Multiplex. 


H.-D. Pache. 
Leonore Liebenam.—p. 91. 


Roentgenologic Changes in Rachitic Children.—Kilian 
shows that pathologic changes are demonstrable in the scapula 
in a rather high percentage of cases of rickets. However, the 
roentgenologic demonstration of these changes is not possible 
in all x-ray exposures. A good survey is possible if the expo- 
sure is made while the arms of the patient are held forward 
and upward at an angle of approximately 135 degrees to the 
axis of the body. The changes are nearly always bilateral. 
They consist of inward bending of the scapula, of zones of 
transformation, of cuplike fringing, as on the end of the shafts, 
and so on, The changes are caused by the disproportion between 
the resistance of the bone and the mechanical exertion by the 
musculature. The muscles which cause the inward bending 
are the lower part of the anterior serratus and the rhomboid 
muscle. The subscapular muscle is less important in the bend- 
ing of the scapula. If the process of decalcification is far 
advanced, bending of the scapula is produced not only by the 
aforementioned muscles but also by the rhomboides minor, the 
levator scapulae and the upper portion of the subscapularis. 
These two groups of muscles may produce bending over of 
the margo vertebralis. At the sites of greatest traction, zones 
of transformation may develop in the bone; that is, the lamellar 
bone, which is extremely sensitive to chronic traction, is 
absorbed and replaced by reticulated bone. The roentgenogram 
gives the impression of a division in continuity, which, how- 
ever, has smooth outlines and also lacks other typical symptoms 
of fracture. If the rachitic process is followed by cure, calcium 


is deposited in the zones of transformation. Since these calcium 
deposits enter into an unusually dense osteoid tissue, a later 
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roentgenogram reveals a surprisingly strong calcium shadow. 
As the rickets is cured, the deformities of the scapula largely 
disappear. 

Multiple Dysostosis.—Hurler reported in 1919 two cases 
with multiple defects, chiefly in the skeletal system, to which 


he gave the name dysostosis multiplex. Liebenam describes 
a case of her own. The patient was one of a pair of binovular 
female twins, and at the time when the first examination was 
made she was 13 years old. Whereas the second one of the 
twins showed normal development, the first one gave the impres- 
sion of a child 6 or 7 years old, except that the head was 
unusually large. Retardation in the growth of the first twin 
was noticed between the second and the third year of life. Com- 
plete cessation in the growth in height allegedly took place 
between the sixth and seventh years of life. The mental develop- 
ment was unimpaired. The school work of the twin sisters 
was about the same and was above the average of the class. 
The twin with the retarded physical development complained 
often of backache and of impaired movement in most joints. 
The disturbances were especially noticeable during bending, 
climbing stairs and on attempting to lift the arms above the 
horizontal line. The child tired easily and frequently complained 
of dizziness and headaches, particularly above the eyes. Vision 
and hearing became impaired. Examination of the twins dis- 
closed many defects in the child with retarded development. 
Examination of the eyes revealed turbidities in the cornea and 
hypermetropia. The hearing capacity was slightly impaired. 
There was a considerable curvature of the vertebral column. 
The deformities in the extremities were symmetrical and 
involved chiefly the juxta-articular portions. The examination 
of the nervous system disclosed nothing abnormal. In the 
course of the following eighteen months the differences between 
the twins increased. There was little change in the one with 
the retarded development. Temporary treatment with a thyroid 
preparation was followed by dizziness, headache, diarrhea and 
loss of weight and was discontinued. Improvement in the 
movements and in the physical activity of the child is ascribed 
to intensive active and passive exercises. Twenty cases of 
Hurler’s multiple dysostosis have appeared in the literature. 
This number includes seven cases which were recorded in the 
English literature under the term gargoylism. Children with 
multiple dysostosis usually come from healthy families. Dis- 
proportionate dwarfism is the usual physical habitus. Other 
characteristic aspects are enlargement or malformation of the 
head, veil-like turbidities of the cornea, thoracic deformities and 
articular changes. Disturbances that are frequently observed 
in these patients are hernias, enlargement of the liver and spleen, 
hypertrichosis and hardness of hearing. The author further 
shows that dysostosis is a sharply defined disease entity which 
belongs to the large group of degenerative dysostoses. 
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Uratic Diathesis. F. von Miiller.—p. 1291. 
*Modification of Life Processes of Micro-Organism by Irradiation with 
Short Waves and Ultrashort Waves. H. Wertheim.—p. 1296. 


Clinical Aspects and Therapy of Gonorrheal Arthritis. EE. Wanderer. 
—p. 1300. 

Temporary Interruption of Diabetes During Pregnancy. A. Forro.— 
p. 1303. 


Clinical Aspects and Therapy of Uremia. R. Bauer.—p. 1305. 


Modification of Micro-Organisms by Irradiation. — 
Wertheim points out that the objection has been raised that the 
effects he produced on micro-organisms with short waves or 
ultrashort waves can be explained by the action of heat. He 
replies that careful measures were taken to exclude the effect 
of heat. Then he reviews the behavior of a number of bacteria 
and fungi in the short wave field. It was found that the same 
micro-organism is influenced differently by various wavelengths. 
Some wavelengths cause inhibition of growth, others promote 
growth and still others do not produce any change. Organisms 
of the dysentery, coli and Salmonella group have a considerable 
degree of resistance. to short waves, but staphylococci and 
streptococci are rather sensitive. The latter are readily injured 
by irradiation with wavelengths of 15 meters. This observation 
has been therapeutically utilized in suppurating and septic proc- 
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esses. Further the author describes how the life processes of 
yeast are influenced by short rays. He concludes that the 
reported results prove once more the specificity of certain waye. 
lengths. 


Novyy Khirurgicheskiy Arkhiv, Dnepropetrovsk 
38: 321-574 (Nos. 151-152) 1937. Partial Index 
veperiee See Traumatism in Rural Territory. V. V. Gorinevskaya, 

‘himaaiads Hydrochloride Block. A. V. Vishnevskiy.—p. 392. 
Procaine Hydrochloride Block in Gastroduodenal Ulcers. A, y, 

Tsvetova. p. 406. 
Treatment of Burns. 
Surgical Methods of Treatment of Burns. 

Lebedeva.—p. 452. 

Backache in Neurologic Diseases. M. N. Neyding.—p. 510. 
Malunited Fractures. N. I. Kefer.—p. 533. 
Causes of Pseudarthrosis and Retarded Callus Formation: Ninety-Bight 

Cases. G. Ya. Epshteyn.—p. 550. 

Procaine Hydrochloride Block.—Vishnevskiy regards the 
effect of procaine hydrochloride block on the disease process 
in the nature of chemical neurotomy. One advantage of. the 
block is that the interruption of the pathways between the 
central nervous system and the periphery is more complete 
than with surgical neurotomy. In the latter there remain.a 
number of pathways after the nerve has been severed. The 
disadvantage of the method is the brevity of its action. The 
clinical results obtained by procaine hydrochloride block in 
various dystrophic processes were not inferior to those obtained 
by section of the nerve trunks. The author later extended his 
clinical trials to processes localized in various regions of the 
body by attempting to influence the nervous system by the 
application of the block at a distance from the diseased focus, 
The method was successful in erysipelas, edema of the larynx, 
dysentery, acute epididymitis, furuncle and carbuncle, as well 
as in dystrophic processes of neurogenic character. Because 
the favorable influence was most marked in the inflammatory 
processes, the author assumed the existence in it of a neuro- 
trophic component. According to his hypothesis it is this com- 
ponent that is influenced in a favorable direction, the procaine 
hydrochloride block acting as a mild stimulant of the central 
nervous system. Conservative treatment by a brief procaine 
hydrochloride block of the nerves of localized superficial inflam- 
matory processes of the skin, such as adenitis, furuncle and 
carbuncle, were invariably successful. Early puerperal mastitis 
was aborted in every instance in twenty-four hours. Paralytic 
ileus responded readily to lumbar procaine hydrochloride block, 
particularly when that disturbance of the vegetative nervous 
system was due to an inflammatory focus. 





P. A. Nalivkin.—p. 436. 
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nan of Myelocytes in Normal Human Spleen. 
oGeliineniatioti Reaction of Blood. E. Worsaae.—p. 944. 
Pulmonary Air Cyst: Case. T. V. Hyge.—p. 950. 

Myelocytes in Normal Human Spleen.—Of the thirty 
four spleens examined by Bertelsen, neither history nor post 
mortem suggested anomaly in blood formation or spleen. 
says that eosinophil myelocytes were confirmed in all cast, 
neutrophil myelocytes in ten cases and basophil myelocytes @ 
seven. In six cases there were basophil leukocytes and in al 
cases eosinophil leukocytes, in fifteen cases in far greater num 
than simple apportionment of these cells between blood and 
splenic pulp can apparently explain. Since the literature cor 
tains no report of eosinophil. or basophil myelocytes found in 
the normal blood, while myelocytes are a constant constituett 
among the cells of the pulp of the spleen, the author believes 
that the myelocytes are formed locally, either by 
separation from the large lymphocytes (unitarism) oF from 
reticulum cells in ungranulated preliminary stages (neo- 
unitarism). ue 

Sedimentation Reaction of Blood.—Worsaae’s study of 
the relation between the sedimentation reaction and the plasm 
content of proteins shows that increased fibrinogen content 
always caused increased sedimentation reaction. Without 
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increase in fibrinogen, increased sedimentation reaction * 








result from increase in the globulin content, but this does 9% 
always follow. There is no certain correlation be : 
hemoglobin percentage and the sedimentation speed. 







